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NuMEROus cases have been reported during the last sixty 
years of the development of goitre situated partially or com- 
pletely within the thorax and causing dyspnoea by pressure on 
the trachea. 

The cases of Bonnet,’ of Lyons, were reported in an article 
on “ The Goitres that Compress and Deform the Trachea,” in 
1851. 

In 1879 Malard? took for the subject of his thesis “ The 
Clinical Studies of Diving or Retrosternal Goitre.”’ 

Wiihrmann ? in 1896 collected the reports of ninety cases 
of intrathoracic goitre, and made a thorough study of the 
whole subject. His cases included cystic goitre, solid goitre, 
and carcinomata developed in intrathoracic thyroid glands. 

The title of the thesis of Cadet, written in 1905, is “ Endo- 
thoracic Goitre,’’ and the work is devoted to diving goitre and 
to intrathoracic accessory goitres. 

Among these reports are a few cases of large intrathoracic 
cysts developed in misplaced thyroid glands, and having had 
an opportunity recently of operating on a patient suffering from 
a similar lesion, I have thought it sufficiently interesting to 
report this case, to give abstracts of the reported cases of like 


* Read before the New York Surgical Society, March 8, 1911. 
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nature, to call attention to the anatomical characteristics and 
the very striking clinical picture. 


Case I.—A. M., a native of the United States, twenty-one 
years old, printer by occupation, was admitted to Saint Luke’s 
Hospital in the service of Dr. Hollis, on September 27, 1910. 
He was suffering from cough, headache, and difficulty in breath- 
ing. He said that for the past four years he had been very sus- 
ceptible to attacks of bronchitis, the slightest exposure to cold 
or wet causing an attack. For the past two years he had been 
short of breath on exertion, such as going upstairs or walking 
up hill. 

About a year and a half ago, while dressing in front of a 
mirror, he chanced to cough, and to his surprise saw a swelling 
rise above the right clavicle and then disappear. Each time he 
coughed the tumor appeared. He was stout and in good health, 
weighing 170 pounds, and except for the shortness of breath 
and slight headache from time to time, felt well. 

He next noticed that his neck was increasing in size. He 
changed the size of collar from 14 to 14%, then to 15. 

During the following year he had two severe attacks of bron- 
chitis, with dyspnoea, wheezing, a persistent cough, and profuse 
mucopurulent expectoration. Since the last attack he had had 
increasing difficulty in breathing, and was blue and breathless 
after even moderate exertion. He was told by his friends that 
his voice had become harsher. The swelling in his neck in- 
creased. He now found it necessary to wear a 16 collar. The 
protrusion above the clavicle on coughing was more pronounced. 
He had consulted a number of physicians, and was told that he 
had a hernia of the trachea, and that this hernial protrusion 
filled up from time to time with mucopurulent material from 
the trachea and bronchi. 

The present attack for which he was admitted to the hospital 
was similar to the others but more severe. The cough, dyspnoea, 
mucopurulent expectoration, and the wheezing were all present. 

At no time had he had difficulty in swallowing, nor had he 
coughed up blood. There had been no soreness or pain con- 
nected with the swelling in his neck. 

He had had the usual diseases of childhood and had had 
adenoids removed from his nasopharynx two years ago. Other- 
wise he had always been in good health. 
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On examination of his neck, a slight swelling was seen 
extending from the middle of the right clavicle across the middle 
line, filling up the episternal notch. On coughing, it grew sud- 
denly much larger and then as suddenly receded again behind 
the clavicle. The top of the swelling was dome shaped and 
gave the impression that it extended behind the clavicle and 
sternum. It did not pulsate. 

The swelling seemed to move with the movements of the 
trachea to some extent, moving up and down slightly on swal- 
lowing. The veins on the right side of the neck were engorged, 
the external jugular stood out as large as the little finger; the 
veins of the right side of the chest were also engorged. The 
throat appeared normal. The right pupil was slightly smaller 
than the left. There were numerous rales to be heard over both 
lungs, and the respiratory murmurs were harsher than normal. 
The heart was normal, the pulse regular and of good force, about 
140, the respirations 30 to the minute, noisy and wheezing in 
character. There was moderate cyanosis. The temperature was 
103.8°. The leucocyte count showed 16,900 white blood-cells, 
of which 78 per cent. were polymorphonuclears. The sputum 
showed the prevailing organisms to be a diplococcus resembling 
the pneumococcus. 

During the next ten days the patient grew gradually worse, 
the dyspnoea became so severe that he was unable to lie down, 
the cyanosis and engorgement of the veins were more pro- 
nounced ; his evening temperature varied between 104° and 105° ; 
the cough and expectoration were very troublesome; he seemed 
to be losing flesh and strength rapidly, and was in a pitiable 
condition. 

He was then transferred to the surgical division. The 
following night he seemed a little less uncomfortable but soon 
all his old symptoms reappeared. From the position of the swel- 
ling in its relation to the trachea, it seemed probable that he 
was suffering from an intrathoracic goitre, which was compress- 
ing the trachea and causing the dyspnoea, and it was obvious 
that unless he were speedily relieved he had not long to live. 

Accordingly, under chloroform anesthesia, a_ transverse 
incision about one inch above the clavicle was made across the 
neck, dividing the skin and platvsma. The sternohyoid and 
sternothyroid were severed, and the sternomastoid strongly 
retracted. The dissection was carried upward and the superior 
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thyroid vessels ligated. The bleeding was very profuse from 
the engorged veins. Blunt dissection soon exposed the bluish 
wall of a cyst, covered by a thin mantle of thyroid tissue. The 
patient at this time was taking his anesthetic badly, and the 
cyanosis was alarming. The cyst was punctured, allowing about 
half a pint of thin watery fluid to escape. The dyspnoea was 
immediately relieved. A Kocher clamp was then placed on the 
opening in the cyst wall and an attempt made to continue the 
enucleation. It soon became apparent that this was impossible, 
as the cyst extended far down behind the sternum and sternal 
end of the clavicle into the thorax. The upper free portion of 
the cyst wall was therefore removed, allowing again about half 
a pint of watery fluid to escape, and a soft drainage tube and a 
wick of gauze were inserted into the intrathoracic portion. The 
muscle and skin were then sutured, except for a small aperture 
for the passage of the tube. The cyst wall was extremely thin. 

The duration of the operation was thirty minutes. The patient 
returned to the ward in good condition, the cyanosis had disap- 
peared, and the respiration was no longer labored. 

For several days the bronchitis continued. The temperature 
on the evening of the fourth day was 104°; on the seventh day, 
however, it was 99.8° in the evening and from that time on he 
continued to improve. He weighed at this time 115 pounds, 
having lost during his illness 52 pounds. 

During this week the dressing was saturated with thin serous 
discharge. The drainage tube was removed on the fifteenth day, 
the discharge having become much less, and he left the hospital 
on the twenty-second day with a small discharging sinus in 
the neck. He had gained in the three weeks 13 pounds, the 
temperature was normal, the pulse 108, respirations 24. During 
the next two weeks he was seen twice a week, and the sinus 
cauterized with 95 per cent. carbolic acid from time to time, a 
long probe being used as an applicator. It passed behind the 
sternum for several inches. At the end of this time the sinus 
closed, and he returned to his work. He now weighs 150 
pounds, and is in good health. 


Case II (Reported by ANTHOoNy BowLsBy‘).—A woman, thirty-four 
years old, was admitted to St. Bartholomew’s Hospital, suffering from 
difficulty in breathing. She said that two years previously she first 
noticed a soft swelling in the episternal notch in the middle line of the 
neck, and that it had increased steadily and spread a little to each side. 
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Ever since the swelling began she had suffered from shortness of breath, 
and during the last six months had had occasional attacks of transient 
but severe dyspnoea. On admission she was suffering from such an 
attack, temperature was 103°, respirations 50, pulse 150. 

Examination of the neck showed at first very little swelling. Such 
swelling as there was occupied the episternal notch and caused a prom- 
inence in this region instead of a depression, and extended laterally under 
each sternomastoid. When the patient coughed, however, the swelling 
increased in the most extraordinary manner, and a large rounded mass 
was suddenly extruded from the chest into the neck and then as suddenly 
disappeared. The way in which the tumor was projected reminded one 
much of the sudden protrusion of a large inguinal hernia during cough- 
ing. To the touch the swelling was smooth, rounded, and curiously soft. 
The tumor seemed to move very little on deglutition. An examination 
of the chest revealed a large area of dulness behind the sternum and 
cartilages of the first, second, and third ribs, and continuous with normal 
cardiac dulness. There were loud mucous rales in the trachea and 
bronchi. 

At the operation a large cyst was exposed in the left lateral lobe 
of the thyroid. The cyst wall was exceedingly thin and extended behind 
the sternum beyond view. The cyst wall was incised; it contained about 
a pint of clear, almost watery fluid. “It had displaced the apices of 
the lungs laterally and extended down to the base of the heart. Its thin 
walls were reflected over the large vessels, so that on looking into the 
cavity one saw innominate, carotid, and subclavian arteries. The arch 
of the aorta was similarly prominent, part of the cyst passing in front 
of it and part behind, the floor of the cyst rested on the base of the 
heart, the pulsation of which could be easily seen.” The walls were 
stitched to the skin around the episternal notch. 

The patient made an almost uninterrupted recovery. The bronchitis 
persisted for a few days. The opening in the cyst closed in three weeks. 
There was no sign of refilling of the cyst. The case was reported in 
April, 1895. The case entered the hospital in December, 1892. 

Case III (Reported by Boutraresco’)—A woman, forty-six years 
old, married, was admitted to the hospital for an enormous tumor of 
the neck. She complained of oppression, tired easily, the breathing was 
short and insufficient. Her voice was hoarse, weak, and hardly under- 
standable. She had pain in the right arm but no motor symptoms. The 
patient’s condition was one of great weakness. 

She presented two voluminous tumors of the neck. One occupied 
the anterior region, and extended from the hyoid bone to the sternum, 
behind which it disappeared, and between the two sternomastoid muscles. 
The second occupied the right supraclavicular hollow. The trachea and 
larynx were pushed strongly to the left. These tumors fluctuated. On 
puncture a brownish fluid was withdrawn. 

In the first operation the lateral tumor in the supraclavicular fossa 
was removed; one portion of it was adherent to the pleura. At the end 
of the operation Boutaresco was not a little surprised to discover that 
there was not only no communication between the two tumors but that 
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they were separated by the carotid sheath. Seven months later the 
patient’s condition continuing the same, Boutaresco proceeded to ex- 
tirpate the median tumor. After exposure of the cyst wall, 300-400 c.c. 
was taken away with a Dieulafoy syringe. It soon became evident, as the 
dissection proceeded, that the tumor, instead of stopping at the episternal 
notch, extended far into the mediastinum behind the sternum, making it 
impossible to complete the enucleation of the cyst. The remaining portion 
of the contents of the cyst were withdrawn, the cyst wall widely 
opened, and the hand introduced to determine its relation. Much to his 
surprise the hand passed behind the aorta and heart, whose pulsation 
could easily be felt. Anteriorly the cyst wall followed the posterior 
surface of the sternum to the fourth costosternal articulation. The 
portion of the cyst in the neck was excised. The intrathoracic portion 
was drained after suturing it anteriorly to the margin of the wound. 
The patient made a good recovery. In two months the sinus had 
closed. 

Case IV (Reported by Demme*’).—A man, sixty years old, was 
admitted to the medical service of Wiirzburger Hospital suffering from 
difficulty in breathing. For some years he had been suffering from 
shortness of breath, transitory attacks of asthma, and violent fits of 
coughing. 

His neck was short and thick. There was a moderate-sized goitre 
springing from the isthmus of the thyroid and passing beneath the 
sternum, under which it seemed to be drawn. This goitre decreased in 
size under treatment with potassium iodide, but the difficulty in breathing 
increased and he died in a few days. 

At autopsy no goitre was visible above the sternum. The veins 
of the neck were moderately filled and dilated. The trachea and larynx 
were not displaced; the goitre of the isthmus, felt on admission to the 
hospital, had contracted down to a mass about the size of a hazel-nut, 
surrounded by connective tissue and situated on the trachea. 

On removal of the sternum a large cystic goitre appeared. It ex- 
tended on the left side from the third or fourth tracheal ring to the 
bifurcation. It was flask shaped. The neck-like narrowing, about 2.5 
cm. in diameter, extended into the opening of the thorax. It was covered 
by the hypertrophied sternohyoid and sternothyroid muscles. The large 
vessels and nerves of the neck were not displaced. Immediately beneath 
the sternoclavicular joint and the sternal notch the cyst widened and soon 
reached a diameter of 7.5-8 cm. The anterior wall lay in immediate 
contact with the ribs and sternum, without being adherent. Its length 
was 12.5 to 13 cm. The base of the sac rested on the great vessels, but 
the arch of the aorta was not compressed. The innominate and sub- 
clavian veins, on the contrary, were narrowed and empty centrally, 
dilated and overfilled peripherally. The left upper lobe of the lung 
was compressed. The trachea was distinctly compressed from the fourth 
to the fifth cartilaginous ring to the bifurcation, in the upper part more 
laterally, from the sternal notch, however, from before backward: the 
narrowest point was at the first rib. The left bronchus was pale and 
displaced but not compressed. 
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The cyst wall was 4-5 mm. thick, and fibrous. The contents con- 
sisted of a purulent-like material composed of broken-down blood and 
colloid. 

The tracheal and bronchial mucosa was loosened, reddened, and 
covered with mucus. These alterations were most marked below the 
narrowed portion. 

Case V (Reported by Proust').—The patient was thirty-five years 
old. He complained of shortness of breath and the presence of a tumor 
in the neck. 

The tumor lay beneath the sternomastoid and was of oval form. It 
extended from two fingers’ breadth below the jaw to the clavicle, beneath 
which it seemed to pass. The superficial veins were enormously 
dilated. The tumor was movable laterally. It showed no pulsation, 
but was thrown up and down by coughing. It did not move on swallow- 
ing. Pressure over the tumor caused the patient to cough. It distinctly 
fluctuated. There was no difficulty in swallowing. The left carotid 
pulse could not be felt. When pressure was made gradually on the 
tumor it disappeared almost entirely. When the pressure was removed 
it slowly returned. The radial pulse was small and irregular. The 
patient gradually lost flesh and strength, and in about one month died. 

At autopsy a spherical tumor was found. It extended beneath the 
left sternoclavicular articulation into the thorax to the second inter- 
costal space, showing that the disappearance of the tumor on pressure 
had been due to its being pushed farther down into the thorax. It 
was about as large as the fist, and was formed from the left lobe of 
the thyroid and directly attached to the trachea. The trachea was 
considerably displaced but not narrowed. 

Case VI (Reported by Ditrricn *).—The clinical characteristics of 
this case had been reported by Singer two years previously. He sug- 
gested at that time as the most probable diagnosis a fibroma, which had 
its origin in the lung or pleura. 

The patient had been under observation during the interval and had 
been admitted to the hospital at Prague for violent coughing attacks 
and hemoptysis. At no time had there been any manifestation which 
would have suggested a connection between the tumor and the thyroid, 
such as a protrusion in the supraclavicular region, or a palpable con- 
nection between the tumor and the thyroid region. 

The patient was a woman of sixty years, suffering from difficulty 
in breathing. There was a dulness on percussion over the upper part 
of the right side of the thorax. There was also enormous dilatation 
of the superficial veins in the region of the upper aperture of the thorax. 
There was absence of the pulse in the right carotid, and moderate 
widening of the right pupil. During her entire illness she had had 
attacks of bleeding from the lungs, and she died from such an attack. 

At autopsy, on opening the chest, a tumor the size of a man’s head 
presented, which occupied nearly the entire half of the thorax. It was 
a long oval mass, having an upper and a lower pole. Its surface was 
smooth. At only one point on the level of the first rib on the forward 
and outer part was there any attachment to the thoracic wall. The pleura 
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invested the tumor, being inverted by it, and was readily separated 
from it. Over the forward and upper pole ran the innominate artery 
and the right subclavian vein. 

At the upper pole of the tumor was a reddish-brown mass which 
extended to the height of the third tracheal cartilage. This mass was 
gradually lost on the surface of the tumor as it passed downward, mak- 
ing a mantle-like covering. Above the third tracheal cartilage there was 
no thyroid tissue. On the left side was a well-developed lobe of the 
thyroid, reaching as high as the middle of the left side of the thyroid 
cartilage. Section of cyst showed that walls were about 5 mm. thick. 
It contained about three litres of a moderately thick, yellowish-brown 
fluid. Microscopic section showed the mass at the upper pole of the 
tumor to be made up of thyroid tissue. The isthmus of the thyroid had 
entirely disappeared. 

The right lung lay compressed along the medial side of the lower 
part of the cyst. 

The trachea was pushed to a moderate extent to the left along its 
entire length, and the right main bronchus .seemed also pushed to the 
left and flattened. The mucosa of the latter was ulcerated throughout 
its entire extent. Examination for tubercle bacilli in the neighborhood 
of the ulceration gave negative result. 

Case VII (Reported by W6LFLER*).—The patient was a man of 
twenty-six years. On the left side was a cystic goitre. On opening 
the cyst the finger passed into a large cavity which extended from the 
cricoid to far down beneath the sternum. 


Anatomical Considerations.—The isthmus of the thyroid 
usually lies in contact with the three or four upper rings of the 
trachea. The entire thyroid may, however, be situated much 
lower, the isthmus reaching the sixth tracheal ring, and Nuhn '° 
observed a thyroid, otherwise normal, where the narrow isth- 
mus lay behind the sternum, the left lobe was almost entirely 
behind the sternal portion of the sternocleidomastoid muscle; 
the right, more deeply placed, reached the upper border of 
the arch of the aorta, and its blunt end completely filled the 
angle between the innominate and left carotid artery. 

In certain instances the neck is short, the larynx low, and 
the isthmus and lateral lobes are situated partly within the 
thorax. Kocher"? calls this condition thyreoptosis. 

An accessory thyroid gland may exist below the thyroid, 
within the thorax. 

In any of these anatomical conditions a goitre developing 
within the gland may be situated partially or wholly within the 
chest. But in many instances the development of a retro- 
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sternal goitre seems to be due less to the deep position of the 
thyroid than to the circumstance that adenomatous material 
begins to grow from the lower border toward the retrosternal 
or retroclavicular space. The prolongation preserves a broad 
connection with the portion of gland from which it is derived, 
or the pedicle gradually stretches until it is reduced to some 
vessels and a layer of connective tissue, more or less thick, 
the vestige of the capsule. This extension is aided according 
to Kocher 7? by two circumstances: first, the gland has a tend- 
ency to be sucked into the thorax during inspiration; second, 
the gland is forced into the thorax when the head is inclined 
forward. 

Wiihrmann * found that the development of intrathoracic 
goitre from an accessory thyroid gland was exceptional. It 
occurred five times in his series of ninety cases. 

A normal thyroid or a small goitre situated at the upper 
opening of the thorax can move up and down, lying now above 
and again below the aperture. As a goitre increases in size 
this excursion becomes less easy, and it may be caught below 
the opening and no longer be able to emerge in the neck, or 
certain manipulation, such as extending the neck or pulling 
on the pedicle, may be necessary to release it. The cases re- 
ported by Malard and by Bonnet are of this character. In 
most instances the goitre did not exceed in size a hen’s egg. 
The incarceration of such small goitres may be followed by 
fatal results from pressure on the trachea, and the French 
writers of thirty or forty years ago drew attention to the 
disproportion between the size of goitre and the seriousness 
of the symptoms. Goitres which are freely movable, being at 
times intrathoracic and at times above the sternum, are called 
diving goitres (goitre plongeant). 

On the other hand the goitre may pass within the thorax 
and continue to grow, causing for a long time few pressure 
symptoms, and being visible above the thoracic opening only 
during forced respiration, deglutition, and above all during 
coughing, or there is no evidence of a swelling above the clav- 
icle or sternum. In this class belong the cases I have reported. 

Symptoms.—The patient is as a rule an adult, and his chief 
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complaint is dyspneea, at first noticed only after exertion, such 
as walking rapidly or going upstairs. It is progressive. He is 
very susceptible to attacks of bronchitis, and during these 
attacks the dyspnoea becomes much worse. The expectoration 
may be very profuse. There are wheezing and a very trouble- 
some and persistent cough. The dyspnoea may be so severe 
that the patient is unable to lie down, sitting up all night in 
an arm chair like an asthmatic. There is little or no difficulty 
in swallowing. The voice is often harsh. The pupil on one 
side may be dilated. The patient gradually loses flesh and 
strength. The process in these large cysts is very slow, years 
not months intervening between the first symptoms and attacks 
demanding immediate relief. 

There may be dulness on percussion over the upper part 
of the chest, extending at times to the third or even fourth 
space. The veins of the neck and chest are engorged. The 
carotid pulse may be absent. There may be abnormal sensa- 
tions in the arm. On careful palpation of the trachea it is 
found to deviate from the middle line. In most instances a 
rounded mass can be felt above the sternum. It is smooth, 
compressible, and fluctuates. Coughing causes it to become 
suddenly prominent, suggesting the appearance, as mentioned 
by Bowlby,‘ of an inguinal hernia when it is protruded by 
coughing. The mass may pulsate, but the pulsation is not 
expansile, and usually there is no murmur heard. By direct 
examination with the tracheoscope,* 14 one should be able 
to see the narrowing of the trachea, and the examination by 
the X-ray might be of great value.’® 

Diagnosis.—The symptoms recounted—cough and dysp- 
noea from pressure on the trachea or bronchi, paralysis of the 
recurrent laryngeal, widening of the pupil from pressure on the 
ocular pupillary fibres of the sympathetic, dilatation of the 
veins of the neck, weakness or absence of the carotid or radial 
pulse, and dulness over the upper part of the chest—obviously 
might be caused by any mediastinal growth, whether it be 
hypertrophy of the thymus, enlargement of the tracheobron- 
chial lymph-glands, aneurism of the aorta, or new growths or 
cysts arising in one of the mediastinal structures. 
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If, however, these pressure symptoms are present, and at 
the same time a tumor can be palpated in the neck just above 
the sternal notch or clavicle, and if above all it increases sud- 
denly on coughing or moves with swallowing, then the diag- 
nosis of an intrathoracic goitre should be made. If the symp- 
toms have developed very slowly and if the tumor is soft and 
fluctuating, then a cyst of such an intrathoracic goitre should 
be present. 

In the case reported by Dittrich no tumor appeared in the 
neck, and during life the diagnosis was not made. 

Hypertrophy of the thymus occurs during the earlier years 
of life. In enlargement of the tracheobronchial lymph-glands 
there are usually other glands to be felt in the neck. Aneurisms 
of the aorta give usually expansive pulsation, a thrill, and a 
double murmur. They may push out the wall of the chest and 
be seen and felt to pulsate. In absence of physical signs the 
shadow cast by the X-ray may be of service. 

Malignant growths, whether they spring from the lymph- 
olands, mediastinal tissue, or thyroid gland abnormally placed, 
all cause by their rapid growth a correspondingly rapid evolu- 
tion of the symptoms related, in marked contrast to the slow 
unfolding of the symptoms of a cyst. With ecchinococcus 
cysts and dermoid cysts, in the absence of a palpable tumor, 
the differentiation would be impossible. Dermoids which have 
ruptured into a bronchus have been diagnosed by the coughing 
up of hair, and attacks of urticaria might make one think of 
an ecchinococcus cyst.!® 

The sudden appearance of a swelling in the neck after 
coughing, the softness of the tumor, and the attacks of 
dyspnoea might lead to the diagnosis of an aérocele, that is her- 
nia of the mucosa of the trachea. But aérocele should give the 
physical signs of a tumor filled with air, not watery fluid, 
nor should there be present the signs of a mediastinal tumor 
causing pressure. !7 

Treatment.—No attempt has been made in any of these 
large cysts to remove the cyst wall of the intrathoracic portion. 
Such an attempt would be hazardous. 

Yet in the case reported by Dittrich, although the cyst was 
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so extensive, at autopsy it was found adherent only to the 
chest wall at one point. 

The cyst has usually been opened, the cyst wall sutured to 
the margin of the skin wound and drained. The cysts have 
not refilled after this simple treatment, the sinuses closing 
within two or three months. 

In 1901 Kocher * reported twenty-two cases of intra- 
thoracic goitre in which the goitre had been enucleated. He 
had had no fatalities. They were enucleated or, where this 
was impossible, removed piecemeal by the finger working inside 
the capsule of the gland, thus opening cysts or even abscesses. 
He does not speak of large single intrathoracic cysts. 
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FURTHER EXPERIENCES WITH ANZSTHESIA BY 
THE INTRATRACHEAL INSUFFLATION OF 
AIR AND ETHER. 


BY CHARLES A. ELSBERG, M.D., 
OF NEW YORK, 


Surgeon to the Neurological Institute; Associate Surgeon, Mt. Sinai Hospital. 


IN previous papers I have reported upon the technic of 
insufflation anesthesia, and have described a simple and easily 
portable apparatus for intratracheal insufflation in man. As 
it is important to fully understand this new method of anzs- 
thesia, whose great value for intrathoracic surgery is un- 
doubted, I deem it of importance to report upon the additional 
experiences we have had with the method from the stand-point 
of the anesthesia, and to leave to a later publication the ex- 
periences that I have had with the method in operations upon 
the thorax. 

Up to the present time, we have anesthetized almost 100 
patients by the insufflation of air and ether, and we have made 
some observations which shall be briefly reported in what 
follows. 


REGARDING THE TECHNIC OF INTRATRACHEAL INSUFFLATION. 


The following remarks are supplementary to the detailed 
description of the technic given in the ANNALS OF SURGERY 
for February, 1911. 

It is always advisable to anzsthetize the patient in the 
ordinary way by inhalation, before the intratracheal tube is 
introduced, because it is unpleasant for the patient to have 
the tube inserted into the trachea while he is conscious. 
Besides, the beginning of insufflation of the air and ether 
mixture while the patient is conscious is almost certain to 
cause a good deal of spasmodic coughing. It is also advisable 
to give the patient a small hypodermic injection of morphine 
before the operation, so as to diminish the reflex irritability 
of the larynx. 
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In the majority of adult patients a catheter No. 24 French 
is of the proper size, and exact estimations to determine the 
best size of catheter to be selected (as described in my previous 
paper) are unnecessary. 

The animal experiments of Meltzer and Auer, and our own, 
have demonstrated that the anzsthesia is without danger in 
dogs. Every experimenter knows how easy it is to kill a 
dog with ether given by inhalation. When the ether is given 
by intratracheal insufflation, however, it is impossible to kill 
the animal, and the animals can be kept under the effects of 
the anesthetic for many hours without danger. Our experi- 
ences in the human being have also been very satisfactory; we 
have found that the patients stand the anesthetic remarkably 
well. They are never too deeply under the anesthetic; in no 
instance did we observe a dilatation of the pupils as an evi- 
dence of too deep an anesthesia. From our experience thus 
far, it seems that it is impossible to give a patient too muchether 
by insufflation by means of our apparatus. If the full amount 
of ether possible is insufflated, it means that more ether 
escapes by the side of the intratracheal tube and out of the 
larynx and mouth. Complete relaxation is usually obtained 
with 50 to 75 per cent. of ether (according to the scale). 
The anzsthetizer must, however, be on the lookout that the 
patient does not begin to react unless full ether is used all of 
the time. 

We have found that the patient who is beginning to react 
can very quickly be brought under full anesthesia again by 
turning on full ether (100 per cent. of the scale) and by rais- 
ing the pressure to 40 mm. of mercury for a few moments. 
In other words, if, during the course of an operation, the 
patient begins to react, the anzsthetizer should turn the ether 
indicator to 100 per cent. and raise the pressure (as indicated 
by the manometer) to 40 mm. (by partially closing the outflow 
stopcock ). 

In a similar manner, if one wants to awaken the patient 
more quickly, one should turn the indicator to zero so that all 
ether is excluded, and raise the pressure to 30 to 40 mm. of 
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mercury. For ordinary insufflation anesthesia, the pressure 
should not be over 20 mm. In the course of an intrathoracic 
operation, the pressure of the air and ether mixture, given 
when the chest cavity is open, must depend upon the amount 
of distention of the lung that is desired, and can be controlled 
by instructions from the operator. Under ordinary circum- 
stances, a pressure of 20 mm. will suffice to keep the lung 
moderately distended. 

Up to the present time we have anesthetized close on to 
100 patients by means of intratracheal insufflation. Opera- 
tions of the most varied kind were performed on different parts 
of the body. We have not seen a single untoward symptom 
during or after the anesthesia. During the anzsthesia, the 
color of the patient remains pink, the breathing is slow and 
very superficial, the pulse is slightly accelerated. The rate of 
the pulse can often be controlled by the anzsthetizer, if the 
cardiac oscillations of the mercury column in the manometer 
are marked. In about half of the patients, it has been possible 
to cause apnoea by raising the pressure to 40 mm. For prac- 
tical purposes this is, however, unnecessary. 

We have had one patient in whom complete anzsthesia 
could not be obtained by the insufflation. 


A young girl upon whom an interval appendicectomy was 
to be performed, was anzsthetized with ether in the ordinary 
way, and the intratracheal tube introduced. Insufflation was 
then begun. In spite of careful manipulations, it was found 
that it was impossible to cause sufficient relaxation of the 
abdominal muscles to permit of the necessary intra-abdominal 
manipulations. The intratracheal tube was then removed, and 
the attempt made to cause complete relaxation by ether given 
by inhalation. This also failed, and complete relaxation was 
only obtained when chloroform was given. 


This patient was evidently refractory to ether, although it 
may have been that the intratracheal tube was too small, and 
therefore too much ether escaped by the side of the trachea. 
Careful experimental investigations will have to show whether 
chloroform can be safely given by intratracheal insufflation. 








752 CHARLES A. ELSBERG. 


In a number of instances, operations which lasted two or 
more hours were performed under ether insufflation anzs- 
thesia. We have gained the impression that the patients are 
less apt to show symptoms of shock than those anesthetized 
for long operations by ether inhalation, but our experience is 
still too small to allow of any definite statement in this regard.’ 

Vomiting is certainly rare after ether anzsthesia by intra- 
tracheal insufflation, and we have never seen any patient vomit 
during the course of the anesthesia. 

We have never seen any unpleasant after-effect from the 
anesthesia. None of the patients were hoarse or complained 
of laryngeal symptoms after the anesthesia, nor did we thus 
far observe any pulmonary symptoms in our patients. We 
have been surprised and gratified to find that the larynx and 
trachea are very tolerant of the intratracheal tube, and that, 
after the anzsthesia, the patients had no symptoms which 
could be referred to the presence, for a considerable period 
of time, of a tube in their larynx and trachea. 


THE VALUE OF THE METHOD OF ANAZSTHESIA IN OTHER THAN 
THORACIC OPERATIONS. 


As already mentioned, we shall report upon our experience 
with intratracheal insufflation in thoracic operations in the 
near future. We have, however, found that insufflation anzs- 
thesia is valuable for many other operations. 

The anesthesia is very useful in operations upon the neck, 
such as thyroidectomy. In the first place, the anzsthetizer is 
away from the field of operation. More important, the opera- 
tor can manipulate the trachea as much as necessary without 
causing disturbance in breathing or interference with the 
anzsthesia. Nor need he fear a sudden collapse of the trachea 
in the course of the removal of a large goitre; the presence of 
the tube in the trachea will guard against such complications. 


*Dr. C. H. Frazier suggested to me that this might be due to the 
retention of a small amount of CO, in the blood, and thus might be 
in accord with Yandell Henderson’s theory of shock. 
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Insufflation anzsthesia should be very valuable in the 
operation of laryngectomy, but we have not yet had the occa- 
sion to perform a laryngectomy under insufflation anzsthesia. 

The method of anesthesia is of great value in operations 
upon the tongue and mouth and in operations upon the superior 
and inferior maxilla where the buccal cavity or pharynx has 
to be widely opened. There is no danger of aspiration of 
blood into the lungs, tamponade of the larynx is unnecessary. 
No blood can run down into the trachea. The current of air 
which is continually flowing upwards in the trachea by the side 
of the tube will blow out all of the blood which tends to run 
down into the larynx and trachea. 

The anzsthesia should be useful in those operations in 
which the patient has to be placed flat on the abdomen. Thus 
it should be advantageous in those operations upon the brain 
and spinal cord, such as bilateral suboccipital craniotomy and 
laminectomy, in which the patient has to be in the prone posi- 


tion and in which the giving of the anesthesia is ordinarily 
difficult. 








LAMINECTOMY FOR INJURY AND TUMOR OF THE 
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PROGRESS in the surgical treatment of injury and disease 
of the spinal cord seems to make haste slowly and to be 
the subject of considerable argument and disagreement among 
those whom we may consider as authorities. At one extreme 
is the opinion recently given by Estes:! ‘ Early operation 
offers the only chance for life in a case of complete transverse 
lesion high up in the cord; it may not only preserve life, but 
also in a few cases restore some degree of usefulness to 
paralyzed parts when the lesion is from the middorsal region 
downwards.’ On the other hand Spiller and Allen believe 
that a study of spinal cords removed in cases of fracture will 
induce a very skeptical attitude and doubt as to whether opera- 
tion is of much advantage and as to whether the chances 
would not be greater for the patient without it. They believe 
that the only effect secondary degenerations could possibly 
have, would be to prevent recovery. They do not believe that 
hemorrhages or cedema are imperative causes for operation. 
Starr, however, believes that, “if the cord is only partially 
injured, an operation may do good when it is evident that 
the symptoms are kept up by a permanent compression.” But 
he believes that, in the majority of cases, it is necessary to 
refuse operation because without evidence of pressure an 
operation can have no result, as the nervous symptoms are 
due to actual permanent destruction of spinal cord tissues in- 
capable of repair. Murphy also states that, “in fractures with 


* Read before the Philadelphia Academy of Surgery, February 6, 1911. 
*Amer. Jour. Surg., 1910, vol. xxiv, p. 34I. 
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division of the true cord, operation with suture of the cord is 
absolutely worthless, as functional regeneration of the column 
of gray matter never takes place.”’ 

All theoretical reasoning, all experimental evidences, how- 
ever, seem to be set at naught by the reported instances of 
recovery of more or less power after complete severance of 
the cord, in Harte and Stewart's celebrated case, in those of 
Fowler, Briggs, and Sherris, and in two others recently re- 
ported by Estes. Also in the cases of perforation by bullet 
reported by Pilcher, Pegram, and Haynes. 

In the first case reported by Estes he made “a complete 
section of a disintegrated cord, at the first lumbar vertebra, 
removed about three-quarters of an inch of the cord, squared 
the ends, and brought them together with sutures. ‘he man 
was considerably improved as regards trophic and sensory 
disturbances, but never regained the use of his lower limbs.” 

In the second case he resected more than half the thickness 
of the cord in the lower dorsal region at the level of the ninth 
and tenth dorsal, leaving the anterior column only intact, and 
drew the ends of the lateral and posterior columns together by 
suture. Sensory and trophic paralysis improved almost im- 
mediately. The patient finally recovered the use of the left 
lower extremity, the use of the flexors of the right extremity, 
and almost entirely the use of the sphincters. By the aid of a 
brace he can walk with comparative ease. 

Such evidence is, of course, impossible to refute, but tak- 
ing all the evidence bearing upon cord suture, it seems highly 
improbable that such a procedure can be of any value. Opera- 
tions for conditions depending simply upon compression of 
the cord, however, seem to offer sufficient encouragement to 
warrant operative interference in practically all cases. 

Another phase of spinal cord injury is equally as interest- 
ing, namely, concussion, a term accepted by some and rejected 
by others. Stacks of literature have been written about it, 
and many an expert witness has been paid a fee for testifying 
to its existence, but “to the impartial observer the conviction 
must be inevitable that the weight of evidence is against the 
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existence of the condition” (Bailey). Many of the state- 
ments in favor of the state of concussion have been derived 
from the finding by the surgeon at operation of an apparently 
normal cord, but we now know that tremendous damage may 
be done to the cord, the white and gray matter being shaken 
up together and indistinguishable, or one driven like a wedge 
into the other, and yet no visible external change is discernible. 
The comparison with a numbed and tingling nerve or with 
concussion of the brain is not a true one, as the surroundings 
of the cord are entirely different and the symptoms of its 
injury never transitory. 

With this brief and fragmentary introduction I wish to 
report the following cases. I will greatly abridge the his- 
tories : 


Case I—A man, aged twenty-five, was hit by a locomotive 
engine on July 4, 1910. He was picked up unconscious, and 
was sent to the Chester County Hospital. In a few hours he 
regained consciousness, and it was noted that there was complete 
sensory and motor paralysis below the tenth dorsal segment. 
The sphincters were paralyzed, but priapism was absent. As no 
improvement was noted in 48 hours, the attending surgeon, Dr. 
Woodward, asked me to assist in the performance of laminec- 
tomy. I found the conditions as described and a depression in 
the back over the tenth dorsal vertebra. We were afraid to 
attempt to elicit crepitus. There were no tests for heat and cold 
sensation made. The reflexes were absent. 

Laminectomy was performed on July 6, 1910, under ether 
anesthesia. I found the posterior spinous process of the tenth 
dorsal vertebra fractured at its base, and the laminz of the same 
vertebra also fractured and the fragments driven in to the neural 
canal. They were removed and some hemorrhage encountered 
external to the dura, which membrane seemed cedematous and 
thickened. 

The posterior portion of the ninth vertebra was next re- 
moved and the dura opened. The spinal fluid was under tension, 
and the cord appeared congested at the site of injury, but no 
other abnormality was noted. There was no hemorrachis. The 
dura was sutured with fine chromic catgut, the muscles and 
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fascia with chromic catgut, and the skin with silk. A small 
cigarette drain was placed between the muscles and removed in 
48 hours. Two days after the operation sensation began to 
improve and four days after operation motion began to appear. 
On the fifth day control of the bladder was regained. A bed- 
sore developed at the end of the first week and gave con- 
siderable trouble owing to the fear of infecting the wound. 
He was sent to the County House at Embryville in the fall 
and I saw him on December 7, 1910. He had perfect restora- 
tion of sensation as far as I could determine, could walk with 
ease although a little stiffly, could rise from a chair without 
using the hands, and had perfect sphincteric control. His back 
was strong, and he would not wear the brace we had procured. 

Case II.—A man, aged thirty, was injured in December, 
1909, by a large rock falling on his back. He experienced loss 
of motion and sensation in the lower limbs and loss of sphincteric 
control. He remained in a hospital three weeks and at his home 
seven months without improvement. He was admitted to Dr. 
Frazier’s service in the University Hospital, August 6, 1910. 

On August 10, 1910, the patient was examined by Dr. 
McConnell, who reported as follows: “The patient shows a 
complete paralysis of both lower extremities, no movement being 
made by either the thigh or leg muscles. There is very marked 
toe-drop, with contracture of the flexor tendon and tendo achillis. 
The palsy of the thigh muscles is flaccid with contraction of the 
extensors. All reflex in the lower extremities is lost. There 
is very marked atrophy, relatively more in the thighs than in the 
legs. He has complete loss of sensation for touch and pain in 
both legs up to the head of the tibia on the inner side of the 
leg and in the thighs corresponding very closely to a line drawn 
from the great trochanter to the inner side of the knee and 
from here to the pubic spine. This leaves an irregular triangular 
area in which sensation to touch and pain is preserved. The 
posterior surface of the thigh between these two lines shows 
analgesia and anesthesia, which extend over both buttocks as 
high as a line drawn from one great trochanter to the other. 
This area of analgesia and anzsthesia involves the scrotum and 
the perineum; also the penis. The cremasteric reflex is present 
on both sides.” 

Laminectomy, August 15, 1910, under gas-ether anzsthesia. 
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A longitudinal incision was made over the last thoracic and the 
first three lumbar vertebre. The first lumbar vertebra was dis- 
torted and evidently the seat of an old fracture. It projected 
into the neural canal. The posterior portions of the first and 
second lumbar vertebrae were removed, the dura was opened, 
and a cystic condition found about the cord extending about one 
and one-half inches in length and immediately under the first 
vertebra. The dura was adherent to the vertebra and the cord 
adherent to the dura. After loosening the intraneural adhesions, 
the spinal fluid began to flow freely from the upper portion of 
the canal. The cord seemed to be intact, but was grayish in 
color, rather hard at its lowest portion, and the roots of the 
cauda equina were adherent. Several of the roots were freed 
from adhesions to each (combed out) but this was not ex- 
tensively undertaken, as it was feared that they might be torn 
in the process. The dura was then sutured with a continuous 
catgut suture and the muscle closed with chromic catgut. A 
small rubber tube was inserted between the edges of the closed 
muscles and brought out on the back through a separate stab 
wound. The skin was closed with silk. 

Forty-eight hours later the drainage was removed, and at 
the end of a week the stitches were taken out of the skin; the 
wound had healed by first intention. Seven days after the 
operation the patient’s condition seemed improved, there was no 
return of motor power, but the area of sensation had widened. 
At the end of the second week the patient claimed that sensation 
had returned in a very slight degree over most of the foot and 
leg. He was discharged from the hospital two weeks later in 
the same condition. 


If there is such a thing as concussion of the cord, then 
my first case represents such a condition, and perhaps the 
man would have recovered just as well without the operation. 
If such does not exist, a simple contusion or the results of 
cedema were responsible for the paraplegia, and the removal 
of the compressing bone must have helped in the recovery. In 
the second case, immediate operation was not performed, the 
arch of the vertebra continued to press on the cord, and who 
knows but what the hopeless result was caused or exaggerated 
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by the organization of a cellular infiltrate caused by the com- 
pressing bone? The neurologists who refer to the injury to 
the cord as having been done in the twinkling of an eye, and 
as beyond regeneration or help from the surgeon, speak from 
the experience of the fatal cases. The literature contains many 
instances of more or less complete recovery after operation, 
especially those cases in which the compression is caused by 
fragments which have been driven forward into the neural 
canal. 

A few years ago C. E. Black reported a collection of 552 
cases taken from the literature. Of the cases operated on, 
49.2 per cent. recovered and 40 per cent. died; of those not 
operated on, 25 per cent. recovered and 65 per cent. died. 
The fracture cases gave the following figures: the mortality 
of operation in the cervical region was 71 per cent., without 
operation, 85 per cent.; in the dorsal region 48 per cent., 
without operation, 64 per cent.; in the lumbar region, 26 
per cent., without, 50 per cent. Many of these cases are old 
and before the technic of aseptic surgery reached its present 
perfection. 

Even as long ago as 1898 Prewit tabulated 49 cases of 
gunshot wounds of the spine treated since the aseptic era. 
Of this number 24 were operated on with 13 deaths, and 25 
were not operated on with 17 deaths. Haynes collected the 
cases of gunshot injury from the date of Prewit’s paper up 
to 1906 and found a mortality of 42.5 per cent. in the operated 
cases and 69.25 per cent. in those not operated on. 

I believe that Bailey finds the true solution when he states 
that “ somewhere between the two extreme positions the wisest 
course lies.” In fractures and dislocations of the cervical 
and high dorsal regions operation should rarely be undertaken, 
unless there is evidence to show that comminution of the 
bones has occurred. The X-ray should be employed, as pal- 
pation for crepitus is too dangerous. In the lower dorsal, 
and especially in the dorsolumbar region, early operation 
offers a better chance for the restoration of £.°ctie than 
the expectant plan. The mortality of laminec at the 
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present time should be less than 10 per cent. in fractures 
below the middorsal region. 

It may be of interest to recall that Steinmann has recently 
collected 20 cases of forcible reduction of cervical dislocations 
without laminectomy, with 12 recoveries. 

Tumors of the Cord.—Some 20 years ago the first suc- 
cessful extirpation of a spinal cord tumor was performed by 
Horsley. 

In 1895 Starr analyzed 123 cases of spinal cord tumor, 
in 22 of which laminectomy was performed, with 50 per 
cent. mortality and 6 recoveries. In 1902 Collins collected 
70 cases recorded since Starr’s paper, with 30 operations and 
12 successful results. In 1907 Oppenheim states that re- 
covery takes place in about 50 per cent. of the cases presenting 
a typical clinical picture of extramedullary growth. Last year 
Bailey reported 6 cases in which extirpation was attempted, 
with 3 recoveries, 1 doubtful case and 1 death; Hunt and 
Woolsey record 11 laminectomies with 1 operative death and 
4 successful cases out of 6 where the growth was extra- 
medullary. In 1909 Oppenheim reported that he had obtained 
cures in 13 out of 25 patients with tumors in the spinal canal. 

As soon as the diagnosis of tumor can be made with 
reasonable certainty an operation is indicated. I am not sure 
but that if I had symptoms even suggestive of spinal cord 
tumor I would have an exploratory laminectomy performed. 
In a case reported recently by Inglis, Klingman, and Ballin, 
an extramedullary glioma was removed quite early from a 
patient whose only symptom was sharp, circumscribed pain 

‘in the area supplied by the seventh thoracic nerve. A com- 
plete recovery resulted. Another interesting case with a fine 
result is reported by Moffitt and Sherman. It is generally 
impossible to differentiate positively between the intramedul- 
lary and extramedullary growths clinically, as pain may be 
absent and dissociated anzsthesia present in extramedullary 
growths; the patient should be given the benefit of the doubt. 
Bailey believes that the absence of anesthesia contraindicates 
operation. The operation is supposed to be hazardous, and 
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the statistics of Krause are now being quoted in support of 
this statement. He operated on 26 patients with 8 deaths. 
But if we compare Hunt and Woolsey’s cases with only 10 
per cent. mortality, the results seem better. Elsberg believes 
that operations for tumors of the spinal cord in the cervical 
region should be done in two stages, a small incision being 
made in the dura at the first operation through which the 
growth will extrude, thereby making it more easy of removal 
at a second operation. 


Case II]—A woman, aged fifty-six, was admitted to the 
University Hospital August 18, 1910, complaining of weakness 
in the right hand and right leg. She was referred to me by 
Dr. D. J. McCarthy, and a more detailed report of the case 
will be made later. 

More than two years ago the patient began to drag the lower 
limb, and shortly afterwards to weaken in the right upper limb. 
After a period of rest and treatment, the weakness of the right 
upper and lower limbs seemed to entirely disappear. In August, 
1909, the condition returned and had been gradually increasing 
until the present time. In January, 1g10, severe shooting pain 
was experienced, shooting from the right shoulder into the 
finger, which would feel as if drawn at times and the hand was 
numb. The right hand and arm were slightly swollen and 
cyanotic and extremely weak. 

All of the movements of the right arm were weak and the 
shoulder motion much impaired. Passive motion was painful. 
The right lower limb was also weak, especially of the ankle 
and toes, where the power was slight. Patella reflex was prompt 
and exaggerated on the right side, but absent on the left. Clonus 
absent, Babinski typical on the right and uncertain on the left. 
The patient recognized the movements of the toes upwards and 
downwards on either side but made mistakes in locating the 
toe on either the right or left foot. 

The sensation of heat and cold was normal in the right lower 
limb, in the right upper limb, and also in the left upper limb, 
with the exception that heat and cold were perceived more 
distinctly in the right hand. Ice water was felt as warmth in 
the entire left lower limb and left side of trunk, back and front, 
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as far as about the third interspace. Pin prick was normal in 
the right upper and lower limbs, was greatly impaired in left 
side of trunk, back and front, as high as the third interspace. Pin 
prick was not so acute in left hand as in the right. Tactile 
sensation was about normal everywhere. 

Laminectomy, August 22, 1910, under gas-ether anesthesia. 
The incision was made over the fourth, fifth, and sixth cervical 
vertebre to the bony surfaces of the posterior spines. After 
cleaning off the muscles the lamine of the fifth vertebra were 
removed and the dura exposed. The bones were extremely thin. 
The dura appeared normal, but pulsation was extremely faint. 
It was opened and the cord found normal in appearance and 
free from adhesions. Upon insinuating the Horsley separator 
upwards, a mass was felt just above the opening. Accordingly, 
the fourth and fifth spines were removed and the laminz of the 
fourth vertebra rongeured away. After opening the dura still 
further, a tumor was found on the anterolateral aspect of the 
cord, oval in shape, and about 1.5 cm. in diameter. The anterior 
and posterior roots of the fourth segment were tightly stretched 
over the tumor, and the roots of the fifth were pushed upon. 
The cord itself was compressed and deviated to the left. The 
tumor seemed to grow from the pia arachnoid and not from 
the dura. The fourth root was gently pulled upwards on a blunt 
hook, and a slight incision made at the junction of the tumor 
with the cord, and the growth easily shelled out with the handle 
of a teaspoon. Comparatively little bleeding was encountered 
and it was soon checked. The dura, muscles, and skin were 
closed in the usual manner. Microscopic examination of the 
tumor revealed the appearance typical of endothelioma. The 
patient made a good operative recovery, and at the present time, 
six months’ after the operation, is alive and well and rapidly 
improving as regards function. 


The following two cases are reported to complete the 
series : 

Case 1V.—A Chinaman, aged forty, was referred by Dr. 
McCarthy from his ward in the Philadelphia Hospital to Dr. 
Frazier’s service, with symptoms of compression of the cord 
referable to the twelfth dorsal and first lumbar regions. August 
14, 1908, I performed a laminectomy of the first, second, and 
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third lumbar vertebrze and found no tumor. September 4, 1908, 
| again operated and removed the eleventh and twelfth dorsal 
laminz, and between these there was considerable connective 
tissue, dense in consistency, and seeming to press upon or con- 
strict the cord. It seemed to take origin from the intervertebral 
disc but was not cartilaginous. It was cut away’ with scissors 
and the wound closed. The patient recovered control of the 
bladder, and somewhat of sensation after operation, but never 
recovered the power to move the legs. He died in the Philadelphia 
Hospital one year later. Microscopic examination of the tissue 
removed showed no evidence of neoplasms, tuberculosis, nor 
syphilis. 

Case V.—A colored man, aged forty-five, also referred from 
Dr. McCarthy’s ward in the Philadelphia Hospital to Dr. 
I‘razier’s service, had been operated upon previously in another 
hospital and his prostate removed. It was said to have been 
carcinomatous. He was suffering from a paraplegia and intense 
pain due to compression of the lower portion of the cord and 
roots. I performed laminectomy, September, 1908, at the 
Philadelphia Hospital, and found much softening and disease 
of the third and fourth lumbar vertebre, but was not able 
exactly to ascertain whether there was pressure on the cord or 
not. The muscles and the bones bled considerably during the 
operation, and twenty-four hours later the patient died from 
shock. 


Cysts.—Circumscribed spinal serous meningitis as a dis- 
tinct disease has been recognized since 1903, and a number 
of cases have been reported since then. Last November, in 
association with Dr. T. H. Weisenberg, I reported? a case 
successfully operated on and discussed the condition. This 
patient (Case VI) had the laminectomy performed on 
March 16, 1910, at which time a cyst was found at the level 
of the tenth dorsal vertebra. At the present time the patient 
has entirely recovered from the symptoms of compression, 
is able to work as a stenographer, and to attend dances. At 
the end of the day her back often feels tired and often aches, 
but relief is afforded by adhesive plaster stripping. 


* Amer. Jour. Med. Sciences, November, Igto. 
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CYSTOSCOPY OF THE ABDOMINAL CAVITY. 


BY BERTRAM M. BERNHEIM, M.D., 
OF BALTIMORE, MD., 
Assistant in Surgery, The Johns Hopkins University. 


(From the Hunterian Laboratory of Experimental Medicine, The Johns 
Hopkins University.) 


In October, 1910, Jacobaeus, of Stockholm, published a 
brief note in the Miinchener medizinische Wochenschrift con- 
cerning the possibility of cystoscopic investigation of the 
serous cavities.1_ According to his plan the abdominal cavity is 
punctured with a trocar, corresponding in size to a No. 17 
Charriere catheter. Through this tube, which has a trap-door, 
filtered air is first pumped into the peritoneal cavity and then 
a Nitze cystoscope, corresponding in size to a No. 14 Charriere, 
is inserted. The cystoscope, too, has a trap-door to keep the 
air pumped into the peritoneal cavity from escaping. 

By this method it was possible to subject to visual exam- 
ination the abdominal viscera in certain obscure conditions, 
in which a large incision or one of sufficient size to permit 
the introduction of the hand was objected to by the patient 
and not considered desirable by the physician. In other words, 
Jacobaeus hoped to do for the general abdominal cavity what 
is now an every-day occurrence as regards the bladder—to 
diagnose conditions by means of the cystoscope. 

After some practice on the cadaver, Jacobaeus made clini- 
cal use of this instrument in 17 cases of ascites, the method 
of procedure having been, first, to draw off the fluid through 
the trocar and then pump air in before inserting the cysto- 
scope. In one case he diagnosed a metastatic nodule in the 


*H. C. Jacopazus: Ueber die Méglichkeit die Zystoskopie bei Unter- 
suchung seroser Héhlungen anzuwenden, Miinch. med. Woch., No. 40, 
1910. 
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liver; in another carcinoma of the stomach; and in still an- 
other a general carcinosis of the intestines. He also used the 
method twice in the pleural cavity, but could make out nothing 
definite. 

Early in 1910 a similar idea had occurred to us, and in 
April of the same year, we started some experimental work 
in the Hunterian laboratory to decide as to the feasibility of the 
idea. Its possible worth soon became apparent, and we have 
now evolved the following method of procedure: 

An ordinary proctoscope of one-half inch bore, the distal 
end of which is blunted by means of a metal collar, serves as 
the cystoscope. An electric headlight furnishes illumination. 
Through an incision made in the epigastrium of sufficient size 
to accommodate the instrument, the tube is inserted (without 
obturator) until its blunted end comes down on the anterior 
wall of the stomach. The normal peritonitic fluid will allow 
the tube to gently glide from place to place, and first the lesser, 
then the greater, curvature can be thoroughly inspected. Fol- 
lowing this, the gall-bladder can be easily located and viewed, 
together with the underlying surface of the liver. On with- 
drawing the tube a little until the distal end is again just over 
the stomach, its outer end is tilted almost flat on the outer 
abdominal wall until the parietal peritoneum comes into view. 
By inserting the tube further in then and sweeping it around, 
always keeping the parietal peritoneum in view, the abdominal 
cavity can be inspected with surprising freedom. The omen- 
tum naturally precludes a good view of the intestines, unless, 
as is sometimes possible, one can shove it aside or get under it, 
but the tube can without difficulty be swept over the whole 
upper surface of the liver, so that this and the overlying dia- 
phragm can be brought into view. There is always the possi- 
bility of encountering adhesions, and it is on this account 
that the obturator is dispensed with, because when seen they 
are easily avoided, the involved area being inspected on all 
sides. 

In addition to this, acting on the theory that nothing defi- 
nite has been found in a given case, we have drawn a part of 
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the stomach out through the wound, made an incision in its an 
terior wall, and inserted the cystoscope directly into its cavity. 
A stomach tube passed in through the mouth acts as a guide 
in this procedure and aids in a careful inspection of the whole 
gastric mucosa. On withdrawing the cystoscope, the wound 
in the stomach is closed in the usual way. 

In certain cases of early carcinoma of the stomach, this 
method of examination may prove of some value. Likewise, 
the presence of an obscure ulcer may be thus disclosed and 
submitted to the proper treatment. In cases of ordinary ex- 
ploratory operation for carcinoma, before having recourse to 
the usual large incision, the cystoscope introduced through a 
very small and relatively unimportant incision, possibly made 
with cocaine, may reveal general metastases or a secondary 
nodule in the liver, thus rendering further procedures unneces- 
sary and saving the patient a rather prolonged convalescence. 
In other obscure conditions of the upper abdomen,—possibly 
the abdomen in general,—the diagnosis might be cleared up 
by this simple method. Its field of usefulness also might in 
the future be extended to the thorax, though this is a develop- 
ment which we ourselves have only in mind. 

Through the courtesy of Dr. W. S. Halsted, we were first 
enabled to try our method clinically. The patient was a man 
who had been deeply jaundiced for some time, and in whose 
abdomen a markedly distended gall-bladder could be palpated. 
In the upper right epigastrium the tube was inserted, coming 
down first upon the omentum. This was shoved aside and by 
dipping the outer end of the cystoscope on the abdominal wall. 
the distal end was easily manipulated until it came up against 
the distended gall-bladder. This was inspected carefully on 
all sides and down to its neck. There were no adhesions and 
no abnormalities. Following this, in the manner described 
above, the parietal peritoneum was brought into view, and 
then the whole surface of the liver was inspected. No nodules 
were discovered. The tube was then withdrawn and the in- 
cision enlarged for the usual exploratory laparotomy, where- 
upon a carcinoma of the head of the pancreas was found. The 











ORGANOSCOPY. 267 


cystoscope findings as regards the gall-bladder and liver were 
corroborated; in other words there were no metastases. Ob- 
viously, a structure lying as deeply as the pancreas could not 
be inspected. 

In a second case, that of Dr. William A. Fisher, Jr., the 
cystoscope was brought into use in order to rule out, if pos- 
sible, the presence of a gastric ulcer. This we succeeded in 
doing, the case proving to be one of chronic appendicitis. 

Though it is hardly possible to decide as to the merits of 
any procedure by two clinical cases, we feel that the results 
obtained in these cases were sufficiently encouraging to warrant 
a further trial. 








THE TREATMENT OF CHRONIC PANCREATITIS 
BY PANCREATOSTOMY. 


A NEW OPERATION. 


BY GOETHE LINK, M.D., 
OF INDIANAPOLIS, INDIANA, 


Assistant Professor of Gynecology in the Indiana University School of Medicine 


THOUGH chronic pancreatitis was recognized post mortem 
many years ago, it was not found in the living until 1891, 
when Robson! observed the enlarged pancreas while doing a 
cholecystotomy. His first cases were mistaken for malig- 
nancy, but recovery showed the condition in its true light. 
In 1892 he was able to demonstrate the nature of the enlarge- 
ment by microscopic examination. The development of sur- 
gery of the bile passages has led to much of our present knowl- 
edge about pancreatitis, as it is found frequently at operations 
for gall-stones. 

The importance of chronic inflammation of the pancreas as 
a complication of gall-stone disease has been emphasized by a 
number of investigators. W. J. Mayo,” in calling attention 
to pancreatitis resulting from gall-stone disease, reported 
that he had found the pancreas involved 141 times in 2200 
operations on the gall-bladder and biliary passages. Of all 
pancreatic diseases operated by Mayo, 81 per cent. were “ due 
to or accompanied by gall-stones.” Most observations regard- 
ing chronic disease of the pancreas have been made by opera- 
tors interested in liver surgery, and operations have usually 
not been undertaken until biliary disease, if it were not the 
cause of the pancreatitis, had become a complication of it. 
Though it is a well-established fact that disease of the bile 
passages is the most common cause of pancreatitis, it is also 
true that the pancreas is sometimes the point of origin of dis- 
ease, and through its anatomic relation with the common duct 
produces jaundice and other biliary disorders. It is significant 
that in Robson’s first cases of chronic pancreatitis, jaundice 
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was present and the operations were made upon a diagnosis 
of stones in the common duct, but no stones were found. An 
investigation of a considerable number of cases of chronic 
pancreatitis, both with and without pancreatic calculi, resulting 
in death and followed by autopsy, shows that 50 per cent. had 
never been jaundiced; and in only 15 per cent. was the pres- 
ence of gall-stones noted. Thus it is seen that while chole- 
cystitis with gall-stones frequently causes chronic pancreatitis, 
it often arises from causes independent of the biliary system. 

At present the treatment of chronic pancreatitis consists in 
drainage of the gall-bladder, either by cholecystostomy or by 
cholecystenterostomy. This, no doubt, cures the majority of 
cases brought to the operating table, as most of them come to 
operation for gall-bladder disease, the relief of which either 
removes the cause of the pancreatitis or by some effect on the 
hepatogastropancreatic system aids a restitution to normal. 
The mere subverting of the bile stream will sometimes fail to 
cure a pancreatitis, especially one which has arisen from some 
cause within the pancreas, and in which jaundice, if present, 
has been produced late in the progress of the pancreatitis by 
pressure of the swollen gland upon the common duct. In pan- 
creatitis due to the presence of calculi in the duct of the gland 
or in its parenchyma, the inadequacy of gall-bladder drainage 
is evident. 

Our knowledge regarding chronic pancreatitis, aside from 
those cases associated with biliary disturbance, is very meagre. 
This is due to the fact that the pancreas probably produces 
fewer and milder symptoms for the same degree of disease 
than does any other organ in the body. In 1882 Pepper ® 
wrote: “ It is unfortunate to have much to say, and yet to have 
no intelligible language in which to express it. This is some- 
what the lot of the pancreas.” 

Not until operators come to consider the pancreas a field 
for successful work, will the confusion that now exists regard- 
ing its diseases be dispelled. We must operate just as freely 
for obscure disease in the upper abdomen probably involving 
the pancreas as we operated a few years ago for disease prob- 

27 








770 GOETHE LINK. 


ably involving the gall-bladder or probably involving the appen- 
dix. Almost every operation upon the pancreas now recorded 
was done as a result of undertaking an operation upon some 
other organ through a mistaken diagnosis. Excepting the 
drainage of cysts, surgical manipulation of the pancreas is very 
unusual. 

The thorough and convincing experiments of Senn * made 
in 1886 seem to be forgotten by surgeons of to-day. His ex- 
periments were performed on healthy dogs and cats, and the 
observations he made hold good in the human subject. We 
have confused the baneful action of pancreatic secretion in 
acute hemorrhagic pancreatitis accompanied by fat necrosis, 
with its action at other times. Senn showed that subcutaneous 
crushing or comminution of the pancreas, followed by an 
escape of its secretion, is not a fatal or even a dangerous 
accident, when the gland is otherwise normal. 

In a great measure our timidity in dealing with the pan- 
creas is due to erroneous deductions. In 1903 Von Mikulicz- 
Radecki,® in an article which was generally accepted as the 
last word in surgery of the pancreas, said: “ When we seek 
the cause of the tardy development of the surgery of the pan- 
creas, we find we can ascribe it principally to three general 
reasons, which we must consider carefully, as they show us that 
which we may expect from this branch of surgery in the 
future.” The reasons given by him are as follows: (1) The 
topographical relations of the organ. (2) The difficulty in 
diagnosis. (3) The operation, so far as it includes the organ 
itself, is much more dangerous than an operation upon any 
other abdominal organ. Hemorrhage is difficult to control. 
Necrosis is caused by deep sutures. In spite of deep and 
heavy ligatures en masse, blood and pancreatic secretions 
ooze into the peritoneal cavity, preventing the formation of 
peritoneal adhesions. Secondary hemorrhage is apt to occur. 
There is great danger of fat necrosis, due to the special secre- 
tion of the gland leaking from the injured parenchyma. 

In our own case which we shall shortly report, we under- 
took the operation in a spirit of desperation, and then quietly 
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awaited the patient’s certain death afterward from some of 
the causes just given. This probably represents the state of 
mind in which most surgeons would be found should it sud- 
denly become necessary that an extensive operation be made 
upon the pancreas. 

Though the observations of Von Mikulicz-Radecki were 
based upon a large number of cases, 60 in all, 30 of them were 
gastrectomies for cancer, and as the pancreas was involved 
in the cancerous process, they were counted as cases of pan- 
creatic surgery. It was taken for granted that an increased 
death-rate after gastrectomy with injury of the pancreas from 
freeing adhesions was due to the pancreatic involvement. The 
remaining 30 cases of Von Mikulicz-Radecki included 10 pan- 
creatic cysts, 15 malignant growths, I contusion with hema- 
toma, 3 cases of pancreatic tumor, and I case of chronic pan- 
creatitis. It is possible that observations based upon such 
cases as are reported by Von Mikulicz-Radecki may not be 
applicable to chronic pancreatitis. Undoubtedly, certain con- 
ditions such as fat necrosis and uncontrollable hemorrhage, 
present in one pancreatic disease, are not to be found in all 
pancreatic affections; and while we may have to meet these 
difficulties, we may learn when to expect them and how to 
avoid them. Let us hope that in chronic pancreatitis we may 
prove to have exemption from all the dire results that are said 
to accompany surgical interference in other pancreatic 
disorders. 

In our limited experience, the chronically inflamed pancreas 
can be cut, sewed, and worked upon as safely as can any 
other organ of the body as regards the organ itself. It is true 
that the topographic relations of the pancreas make it difficult 
to reach, and that a diagnosis is not easy. In chronic pan- 
creatitis we have not found hemorrhage difficult to control. 
We have not found necrosis caused by sutures properly placed. 
We have not been troubled with oozing secretions preventing 
peritoneal adhesions. We have seen no secondary hemor- 
rhage, no fat necrosis. It may be urged that some change due 
to the diseased condition has protected our patient from these 
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operative accidents; this we think true to the extent that in 
chronic pancreatitis there is a great production of connective 
tissue. However, as a microscopic examination of the portion 
of pancreas removed in this case shows the presence of much 
normal gland structure, we may consider this case open to the 
accidents peculiar to pancreatic tissue. The presence of con- 
nective tissue found in chronic pancreatitis makes the gland 
much easier to handle than it is in other conditions; it is not 
so readily torn, stitches hold better. We might expect bleeding 
after incision to be worse, as it is in other sclerotic organs, the 
tonsils for example. 

I desire to report the following case. It is the first case 
on record in which pancreatostomy has been performed for 
chronic pancreatitis and is the seventh case operated for 
pancreatic stone. 


February 14, 1910, I was asked by Dr. W. F. Holman of 
Clarks Hill, Indiana, to examine a lady, supposed to be suffer- 
ing from some disease of the stomach, probably malignant. 
She had been under his care for two months. The patient was 
twenty-two years old, five feet six inches tall, and weighed 
118 pounds. She was emaciated and very anemic. There was 
no jaundice, the sclera were clear. Her face was peculiarly 
marked with curved lines, the concavity of which was opposite 
the oral cleft on each side—such lines as the older clinicians 
considered indicative of chronic gastro-intestinal disease. 

Family History.—Father living. Mother died of tubercu- 
losis of the bowels at forty-four. Two brothers living, two 
brothers and two sisters died in infancy, one brother died at 
twenty-three from obstruction of the bowels. 

Past History—She has had no serious illness, such as 
typhoid or malaria, never had mumps. As far back as she can 
remember, from the time she was a little girl at school, she 
had been frail and has had occasional vomiting spells. She 
would be free from these attacks for six months or longer, 
when they would return for a short while. In September, 1909, 
she had a severe attack, vomiting every few days, losing much 
weight, and becoming very pale. At that time she was treated 
by a physician for “ stomach trouble.” She had attacks of pain 








CHRONIC PANCREATITIS. 773 


centring on the left side just under the ribs, and was tender 
there constantly. From September, 1909, until I saw her in 
February, 1910, she suffered continually. She never had 
diarrhoea. Her stools had never attracted attention from any 
peculiarity such as free fat. Any slight exertion, such as sweep- 
ing or lifting, would bring on a paroxysm of pain. Pain always 
started in the left side on a level with the left kidney and 
slightly toward the median line, then passed around her waist, 
‘““making a circle around her,” and down the left ureter. A 
drink of water excited this pain as quickly as the water reached 
the stomach. She obtained relief best by lying on her back 
or on the left side. Her favorite position was obtained by 
placing several chairs together so that she could lie on her 
back with her feet resting on the top of one of the chairs. Her 
menstrual function was established at thirteen, and had always 
been normal except for short periods of amenorrhcea when she 
was anemic from her chronic affection. 

Examination.—The thoracic organs were found to be normal. 
The abdomen was symmetrical, and there was no evidence of 
any muscular restriction on respiration. The lumbar regions 
were symmetrical. Light palpation elicited no rigidity or 
heightened cutaneous reflex over any part of the abdomen. 
Heavy palpation revealed a very tender point accurately defined 
just under the junction of the left midclavicular line and the 
confluent costal cartilages. The tenderness subsided as the 
pylorus was approached; and the liver and gall-bladder were 
not tender in the least. There was marked tenderness along 
the course of the left ureter. The appendix was not tender. 
There was a tender spot to the left of the tenth and eleventh 
dorsal spines. Bimanual palpation below the left kidney revealed 
tenderness but no ptosis. 

The patient’s urine was examined and proved to be free 
from sugar and albumin, but filled with cells of different kinds, 
including pus. As she complained of bladder symptoms, I went 
to her home and catheterized her ureters. In the specimens 
obtained direct from the kidneys nothing of note was found 
except red blood-cells, which were attributable to the trauma 
of passing the ureteral catheters. The Cammidge test was not 
made. 

March 14, 1910, she was brought to the Methodist Hospital 
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for closer observation. Taking advantage of an attack of her 
pain, I again catheterized her ureters, but over a period of one- 
half hour obtained no urine from the left ureter. That led me 
to suspect an intermittent hydronephrosis. I then passed leaded 
bougies into the ureters and had radiograms made of both 
kidneys. The radiograms were poorly made, and it was neces- 
sary to repeat the experiment. The second plates were poor 
also, but seemed to show a variation in the pelvis of the left 
kidney as indicated by the direction of the shadow cast by the 
upper portion of the bougie. I measured the capacity of the 
pelves by injecting them, but found them equal and normal. 
It was decided to make an exploratory operation, first exposing 
the left kidney. 

Operation.—Drs. Holman and Strickland assisted in the 
operation. Having catheterized the left ureter that I might 
know whether or not it was patent throughout by finding the 
catheter in the pelvis of the kidney, I made a lumbar incision 
and exposed the left kidney. The ureteral catheter had reached 
the highest point of the kidney pelvis. The pelvis was normal. 
The kidney had the appearance of being involved in a surround- 
ing inflammatory process. It was decided that the kidney 
could not be the cause of the patient’s condition, and further 
exploration through the lumbar incision was begun. Directly 
in relation with the kidney was a peculiar, pointed object, which 
felt like a bag of fine sand. It was about the size and shape 
of a moderately distended gall-bladder. It occupied the anatomic 
position of the tail of the pancreas, and was recognized as such. 
The kidney was replaced and the wound closed, a drainage tube 
being placed as usual after disturbing the kidney. 

The patient was turned on her back, and remained on the 
elevating sand pillow used for exposing the kidney. A vertical 
incision four inches long was then made above the umbilicus 
slightly to the left of the median line. The gall-bladder and 
bile ducts were carefully examined and found to be normal. 
The stomach was normal. There were no adhesions. 

The colon was lifted, and a suitable place being chosen, a 
rent was made in the mesocolon, which, except for being larger, 
was like the opening for a gastro-enterostomy. The pancreas 
was enlarged symmetrically. The head was as large as a 
man’s clenched fist, and the body was the size and shape of a 

















Showing the pancreas brought through the opening in the 
mesocolon. The stomach is seen just above the pancreas. 








The pancreas is shown with the drainage tube inserted, and the 
incisions in the pancreas and mesocolon have been closed, 
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The method of placing the omentum so as to cover the su- 
ture line in the pancreas is here shown 
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The tail of the pancreas with the drainage tube projecting is seen 
at the lower angle of the healed wound. (Drawn from life.) 
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Illustrates the pancreas brought through between the colon 
and stomach instead of through the mesocolon 
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man’s wrist. It gave the same sensation to the touch over its 
entire extent as of a bag filled with sand. I decided to explore 
the main pancreatic duct, and since it was apparent that the 
stony deposits in the parenchyma could not be removed, to 
attempt direct drainage. In order to accomplish this success- 
fully, it seemed necessary to have a channel of pancreatic tissue 
leading out of the abdomen for carrying the gland secretion. 
Tearing through the posterior wall of the lesser cavity, I seized 
the tail of the pancreas, and making gentle traction, began to 
enucleate it just as if it were a pyosalpinx covered with 
adhesions. It was a comparatively easy task to free the pancreas 
until the superior mesenteric artery was reached. As this 
enabled me to bring the tail out of the abdominal cavity easily 
(Fig. 1), I did not attempt to disturb it further. Sponges were 
placed in its bed to arrest hemorrhage, which was not at all 
alarming; the pancreatic branches of the splenic artery were 
not ligatured. .I then split the pancreas in the middle line along 
about two-thirds of its length, after having protected the 
operative field with sponges. This opened the dilated duct of 
Wirsung, which was found to be filled with small faceted stones 
along its entire length. The stones, excepting those in the head 
of the gland, were removed. A small portion was excised from 
the middle of the gland for microscopic study. 

A drainage tube made.from a portion of a 16 F. red, soft 
rubber catheter was laid in the duct of Wirsung and allowed to 
extend beyond the tail of the pancreas for several inches. The 
gland was then closed around it carefully with a continuous 
suture of No. 1 chromic catgut (Fig. 2). Each suture included 
a fair amount of gland tissue. No effort was made to close the 
edges of the duct separately. No deep buried stitches were 
placed in the pancreas. In sewing the gland, care was exercised 
to have the continuity of the outer surface accurate; points of 
imperfect coaptation were reinforced by single stitches. In 
places where the duct was not large enough to include the drain- 
age tube, the gland substance was united over the tube. 

The opening in the mesocolon was carefully closed and 
stitched to the pancreas to prevent hernia into the lesser peri- 
toneal cavity. The great omentum was used to cover the suture 
line in the pancreas above, being folded under the colon parallel 
with the mesocolon (Fig. 3). A gauze drain was placed below 
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the pancreas to separate it from the small intestines; this drain 
was brought out of the wound. The abdominal wound was then 
closed. The pancreas was brought out of the lower angle of 
the incision and was stitched to the deep muscular aponeurosis 
to keep it from withdrawing into the abdomen before becoming 
adherent. There projected at least one-half inch of pancreas 
beyond the skin, and out of the summit of the pancreatic tissue 
the drainage tube extended (Fig. 4). An ordinary rubber 
condom was tied over the end of the drainage tube. 

Before the operation the patient’s pulse ranged from 54 to 
80; usually it was below 60, seemingly as a result of her disease. 
Her temperature was never above 99°. Immediately after the 
operation, the patient’s pulse was 120. Within 48 hours it had 
gradually dropped to 76. The highest post-operative tempera- 
ture was 100°. The temperature reached normal at the end of 
three days. 

Pancreatic fluid began to flow from the drainage tube at 
once. This was collected and measured. The largest amount 
passed in 24 hours was 25 ounces and 6 drachms. The usual 
amount for the first two weeks was 24 ounces in 24 hours. 
After two weeks, this amount had become reduced to 18 ounces. 
At the end of the third week it was 6 ounces in 24 hours. This 
decrease was not due to a decrease in the secretion, but to the 
fact that as the pancreatitis subsided and the swelling of the 
gland became reduced, a greater portion was allowed to escape 
by the normal way. At the present time, drainage is from 2 
to 8 ounces in 24 hours, according to circumstances. The tube 
was protruded through a cotton-filled pad, and no fluid reached 
the skin; except once or twice when a poorly tied tape allowed 
escape of fluid from the container, the skin has not been excori- 
ated. This method of collecting the fluid in a condom (Fig. 5) 
is excellent to prevent soiling the skin. It was originated by 
Dr. G. J. Cook of Indianapolis for collecting bile after chole- 
cystostomy. The patient, who is a very intelligent lady, lives 
200 miles away in a neighboring State, and cares for the drain- 
age herself. 

Within three months after the operation she had gained 
20 pounds; at the present time she weighs 148 pounds. Her 
old attacks have never recurred. She is able to ride horseback 
and to enjoy all the pleasures of life. She states that her 
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health is better than at any time for several years. By an 
artful arrangement of her clothing, and by having the drain- 
age tube very short, she dresses and mingles socially among 
those who know nothing of her affection. 

Pathological report by Dr. Jewett V. Reed: 


Examination of Gross Specimen—This consisted of a small wedge 
of pancreatic tisswe, somewhat firmer in consistency than normal, and 
showing beneath the capsule of the gland numerous, fine, hard, white 
bodies about .5 mm. in diameter. Upon cutting the membrane over these 
bodies, they were easily removed and were found to be calcareous de- 
posits. Over the cut surface of the specimen the finer ducts of the gland 
were considerably dilated, and contained numerous fine calculi which 
could be easily removed with a needle. The specimen was hardened 
in formaldehyde and divided into two portions, one of these was put 
through a process of decalcification in order to remove the calculi, the 
other was simply imbedded after hardening. Both of these were sec- 
tioned and stained with hematoxylin and eosin. Sections from the decalci- 
fied section showed practically the same changes as in the one untreated 
by this process but less distinct on account of the action of the acid. 

The following microscopic report was taken from the specimen 
which had not been subjected to the decalcifying process. On cutting 
the sections from this block of tissue, many exceedingly fine, hard 
granules were encountered by the edge of the knife. 

Microscopic Examination—Under the low power the sections show 
a great preponderance of connective tissue over the parenchyma. This 
connective tissue has all the appearance of scar tissue in different stages 
of development. In some regions it is composed of old connective tissue 
with very few cells. In other regions, numerous blood-vessels and 
young connective-tissue cells are present. The greater part of this con- 
nective tissue is interlobular. Within this connective tissue dilated acini 
are seen, which are, in the main, devoid of mucous membrane lining, and 
about which there is a fairly active but chronic type of inflammation. In 
a small area of the section the connective tissue is distinctly intralobular. 
It shows a fairly active though chronic type of inflammation, and is asso- 
ciated with a somewhat dilated acinus, which, however, still contains a 
mucous membrane lining. 

The true parenchyma of the gland is in the greater part arranged 
in definite lobules, and is practically normal in appearance, except in 
those few areas where there is an intralobular cirrhosis. A few islands 
of Langerhans, practically normal in appearance, are seen within the 
sections. Some of these lie within the secreting lobule, and others are 
isolated and lie within the connective-tissue overgrowth. 

The general appearance of this specimen shows that it consists of 
multiple calculi of the pancreas lying in the finest acini of the gland and 
extending to the larger ducts. There is no evidence that these lie in or 
adjacent to the true secreting cells of the pancreas. Those calculi that 








778 GOETHE LINK. 


lie just beneath the capsule of the gland probably reached this position 
by producing a pressure necrosis of the overlying parenchyma. 
Pathological Diagnosis —Multiple calculi of the pancreatic ducts asso- 
ciated with a marked degree of chronic interstitial pancreatitis, chiefly of 
the interlobular type. It is impossible to state which of these two 
conditions (calculi or interstitial pancreatitis) is the primary condition. 


I desire to point out certain facts based upon this case and 
a study of a number of cases of chronic pancreatitis due to 
calculus, in the literature. The state of emaciation in which 
the patient was presented is always found in chronic pan- 
creatitis of long duration. In our opinion this is due, not so 
much to the absence of pancreatic fluid from the intestinal 
juices, as to the disturbance of function of all the digestive 
organs through their close nervous association. Pain is fre- 
quently felt in the left side. The pancreas is in direct relation 
with the left kidney and its pelvis. The patients’ symptoms 
along the left ureter were no doubt due to this fact. Failure 
to get urine when the left ureter was catheterized during an 
attack of pain was probably due to a suspension of the function 
of the left kidney on account of its relation to the pancreas, 
which was at that time acutely disturbed. The fact that in 
the tissue removed the islands of Langerhans are seen to be 
well preserved and that no sugar was found in the urine, 
agrees with Opie’s theory regarding the cause of pancreatic 
glycosuria. It has been established by Opie ® that pancreatic 
glycosuria is due to a destruction of the islands of Langer- 
hans. Glycosuria therefore is not present in chronic pan- 
creatitis until late in the course of the disease or during a 
severe and acute exacerbation. 

A complete stoppage of pancreatic fluid had not occurred 
in this case, and there was no disturbance of the flow of bile, 
so that changes in the feces were not noticeable. A hemor- 
rhagic tendency was not present in this case. Some observers 
have attributed a hemorrhagic tendency to chronic pancreatitis 
when it should have been ascribed to a complicating cholzemia. 

Though we propose to extend the operation just described 
to the treatment of all cases of chronic pancreatitis not re- 
lieved by gall-bladder drainage, it is particularly chronic pan- 
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creatitis accompanied by stone formation in the pancreatic 
ducts that we wish to consider at present. 

Pancreatic lithiasis has been recognized since Graaf reported 
the first case in 1671. For many years it was the only condi- 
tion in which chronic pancreatitis was known. It has not 
been successfully produced in animal experimentation, but its 
generally accepted cause is a catarrhal inflammation of the 
ducts and stagnation of secretion. Calculi are most often 
found in the duct of Wirsung and range in size from a millet 
seed to a walnut. The stones removed in Ruth’s case weighed 
280 grains. 

In some cases a single stone the size of a bean may lodge 
so as to produce complete obstruction at the duodenal orifice 
of the pancreatic duct. This is followed by violent symptoms, 
an acute inflammation of the pancreas, glycosuria, and death 
in a few days from fatty degeneration. A review of a large 
number of carefully reported cases shows that this is the un- 
usual type. Owing to the shape of the stone and the ability 
of the duct to expand, complete obstruction very rarely occurs. 
A partial obstruction, the most common condition, brings about 
a pathologic process extending over several years, during which 
time symptoms of greater or less severity are present. The 
inflammation first causes a considerable enlargement of the 
gland, which finally begins to contract and gets smaller and 
smaller, until at autopsy the pancreas may be only a thin 
covering to a dilated duct filled with stones. In partial obstruc- 
tion the patient’s condition takes a slow, chronic course, charac- 
terized by emaciation. Sometimes he is reduced almost to 
a skeleton; or before reaching this stage of extreme emaciation, 
death occurs from pulmonary tuberculosis and diabetes. Let 
me repeat that in chronic pancreatitis, diabetes always indi- 
cates either an advanced stage with destruction of the gland 
or an acute exacerbation of severe degree. 

In a large number of cases stone formation is not confined 
to the ducts of Santorini and Wirsung. The dilatation of the 
main ducts extends along the smaller tributaries, and we find 
calcareous particles deposited even in the finest acini. This 
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condition I am pleased to call parenchymatous calculosis. 
Ziegler * says of this condition: “ Small concretions are some- 
times diffused in the form of sandy grains throughout the 
gland substance.’’ This must not be confused with those cases 
in which the main ducts are lined with calcareous material 
without the formation of calculi, designated by Robson ® as 
pancreolithic catarrh. Recognition of the type of calculosis 
at operation is important, as upon that depends the nature 
of the operative measures necessary. When stones are found 
only in the ducts of Wirsung and Santorini, they can be re- 
moved by pancreatotomy, as has been done by Moynihan ® and 
by Robson.? If, however, we have calcareous particles also 
in the small ducts and in the acini, to remove all of them is 
impossible. In that case we can only remove those stones in 
the main duct and establish permanent drainage by pancrea- 
tostomy, both to obtain the effect of the drainage on the 
inflammation always present, and also to be able to control 
the obstruction of the ducts by new stones that are sure to form. 

Upon reviewing the operations done for stone in the 
pancreas, we find on record six cases reported by Gould,!° 
Allen,}! Dalziel,!? Moynihan,® Robson,! and Ruth.1% Of these, 
four recovered, though one in whom simple pancreatotomy was 
done has since had return of symptoms. A bad result is 
most apt to occur from failure to get all the stones and to 
completely relieve the obstruction. It is plain that direct 
drainage by bringing the tail of the pancreas out and estab- 
lishing a pancreatostomy is indicated in those cases where 
stones are found in the pancreas, unless only a few stones are 
present and their removal is feasible. 

Owing to the rarity of this condition, one may not expect 
to be called upon to do this operation many times. However, 
an established technic for dealing with chronic pancreatitis and 
pancreatic lithiasis will encourage the performance of explora- 
tory laparotomy in suspected cases of pancreatic disease and 
will assist in dealing with those unlooked-for conditions met 
on the operating table. 

Pancreatostomy may also be used to prolong life in cases 
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of complete obstruction of the main duct from neoplasms. 
A dilated duct is not necessary for this operation, though it 
is present in most cases of obstruction at the duodenal orifice 
of Wirsung’s duct. My experience proves that if a trench 
is cut in the gland, the bottom of which reaches and opens the 
duct, drainage is safely obtained if a tube is placed in the 
bottom of the trench and the gland substance closed around it. 
The fact that healing can occur between cut surfaces of the 
pancreas in the presence of its own secretion is established. 

To the excellent experimental work on pancreato-enteros- 
tomy of Robert C. Coffey '* I am indebted for the impetus to 
perform pancreatostomy. One of the deductions made by 
Senn in his experiments on the pancreas was that complete 
section of the pancreatic duct results uniformly in obliteration 
of the duct at the site of section. For that reason I would 
prefer pancreatostomy, so that the duct can be kept patent, 
instead of pancreato-enterostomy as proposed by Coffey. This 
is especially necessary in the presence of lithiasis, where stones 
are frequently escaping and where without assistance, such as 
probing, the duct might become occluded anew. 

The pancreas may be approached through the mesogas- 
trium, through the gastrocolic omentum between the greater 
curvature of the stomach and the colon, and through the meso- 
colon. In my case I chose to operate through the mesocolon. 
Several repetitions of this operation, on the cadaver, have 
convinced me that the route through the mesocolon is prefer- 
able. It affords sufficient room for manipulation in the lesser 
cavity. It permits fixation of the pancreas in the lower angle 
of the wound, thus favoring drainage. If the pancreas is 
brought through between the stomach and the colon (Fig. 6), 
the greater curvature of the stomach, which normally varies 
much in its position at different times, would be fixed. The 
gastrocolic route possesses the sole advantage of permitting 
better exposure of the pancreas during operation. At an- 
other operation I would dispense with the gauze drainage 
around the pancreas, depending upon careful sewing and the 
fact that the tissues can dispose of pancreatic secretion if asepsis 
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obtains and no serious injury is added to the presence of the 
fluid. 

Reports of death from chronic pancreatitis, both with and 
without pancreatic calculi, are not at all uncommon in medical 
literature. Invariably the cases were under observation over 
an extended period of time, and an approximate diagnosis 
was often made during life. It is our hope that the success 
of this operation may stimulate others to operate on those 
cases which heretofore have been considered beyond relief. 
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ACUTE HEPATITIS SIMULATING STONE IN THE 
COMMON DUCT AND LIVER ABSCESS. 


BY JOHN W. CHURCHMAN, M.D., 
OF BALTIMORE, MD., 


Instructor in Surgery in Johns Hopkins University. 


THE studies of recent years in the pathology of the liver 
have resulted in a revision of the early conceptions of both 
parenchymatous and interstitial hepatitis. The disease has 
gradually been proven not susceptible to the simple classifica- 
tions so long in use, and the various processes of inflammation, 
degeneration, necrosis, and regeneration have been so often 
found in one liver that the attempt to assign to a symptom 
complex, constant and characteristic lesions has been aban- 
doned. Ideas have been modified very much, as in the case 
of nephritis. Experimental work has demonstrated the com- 
plex nature of liver changes and the part played in them by 
the various factors of infection, intoxication, autolysis, and 
regeneration; and autopsy findings have demonstrated how 
varied are the lesions associated with a given clinical picture. 
The terms “ acute”’ and “ chronic,” “‘ intralobular ” and “ in- 
terlobular” are no longer favorably regarded; cirrhosis is 
not considered a disease sui generis; still less is it admitted 
that the various forms of liver cirrhosis are distinct diseases. 
‘All ground,” says Kretz,' “ for regarding cirrhosis as an 
entity, disappears.” A place is reserved by some pathologists 
for the smooth, hypertrophic form with jaundice, which is 
regarded as sufficiently characteristic to deserve separate con- 
sideration. But Meyer,” and with him many modern patholo- 
gists, is unwilling to make even this concession, denying the 
existence of Hanot’s cirrhosis as a distinct disease. 

The newer views affect our conception not only of the 
interstitial but also of the parenchymatous lesions. It is now 
recognized that these, too, may be present in a given liver in 
the most varied form; and that there is no ground for ex- 
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pecting to find associated with a given symptom complex a 
constant, or even a characteristically predominating, paren- 
chymatous lesion. Rokitansky’s acute yellow atrophy seems 
to have survived criticism, as do the various types of syphilitic 
cirrhosis. But there is reason for the belief that even these 
types are not so sharply differentiated as had once been 
supposed. 

In view of these facts there is no ground for the hasty 
assumption that new diseases have been established by finding 
“hitherto undescribed” hepatic changes. 

The present cases, though associated with unusual lesions 
in the liver, are reported because of their clinical importance. 
They are examples of an uncommon disease and are of a 
good deal of diagnostic interest. 


Case 1.—Weakness and loss of appetite, with vague abdom- 
inal pains for two years; jaundice and cough for three weeks; 
diurnal and bidaily chills (97.5° to 106.5°), with sweats and 
some pain in the right side; complete obstructive jaundice, 
unchanging in degree; enlarged, slightly tender liver; some 
nausea; negative Wassermann and Widal; purpura of the 
ankles; no malarial parasites. At autopsy, gall-bladder and ducts 
normal; no stones; liver enlarged; moderate degree of cirrhosis 
with diffuse necrosis of the parenchyme; no organisms (smear, 
sections, and blood culture): no syphilis. 

The patient was a married woman of fifty, who had suffered 
for two years with vague pain in the right side. She had 
gradually grown weaker and had lost her appetite. Three 
weeks before admission she had “taken cold,” and since then 
had been troubled by a cough. During this time jaundice had 
appeared and had gradually increased. She had complained of 
“uneasy feelings” in the stomach, but there had been no sharp 
pain, nausea, or vomiting. The bowels were regular. She gave 
a not very clear history of “some chills and fever.” On the 
night of admission she had a shaking chill, accompanied by 
pain in the right side, and followed by a profuse sweat. The 
temperature rose to 105°, pulse 95, leucocytes 11,880. No 
malarial parasites could be found. The patient was extremely 
jaundiced and much emaciated. The tongue was heavily coated, 
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but there was no herpes. The abdomen was everywhere soft, 
but was fuller below the costal margin on the right than on the 
left side. The liver dulness reached 3.5 cm. below the costal 
margin in the R.M.L. During the next few days, the patient 
continued to have diurnal and bidaily chills, with sweats, head- 
ache, nausea, and palpitation. There was a muttering delirium 
when the fever was at its height. The jaundice persisted un- 
changed. The stools, which were acholic and fatty, contained 
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Chart showing pulse and temperature for a few days of the illness in Case I. 


no blood. There was abundance of bile in the urine. Over the 
abdominal fulness in the right upper quadrant there was slightly 
increased resistance, but no marked tenderness or muscle spasm. 
The Wassermann reaction was negative. No variations in the 
jaundice or attacks of gall-stone colic occurred. The character 
of the fever is shown in the temperature chart (Chart I). At 
the time of the chills there was no particular abdominal pain, 
but tenderness was present in the right upper quadrant and 
extended into the flank. The gall-bladder could not be felt. 
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The Widal reaction was negative. Hemoglobin 38 per cent.; 
coagulation time 6 min. Two weeks after admission purpuric 
spots appeared on both ankles. The patient was rapidly going 
down hill, and, though evidently too ill for an exploration of 
the common duct, it was felt that a palliative drainage of the 
gall-bladder might relieve the symptoms if due, in part, to in- 
fection of the bile-passages. At operation, the peritoneal cavity 
was found to contain a small quantity of bile-stained fluid. The 
gall-bladder and bile-ducts were normal. On the under surface 
of the liver there were numerous whitish-gray spots, which 
looked like minute abscesses and reminded us of a case of acute 
hepatitis seen shortly before (the second case here reported). 
Rapid closure was done. The down-hill course continued, un- 
influenced by the operation, and the patient died two days later. 
At the autopsy the only findings of interest, aside from the liver 
lesions, were a slight excess of peritoneal fluid, firm adhesions 
about the spleen, between the liver and duodenum, and between 
the duodenum and right kidney. There was an acute splenic 
tumor, and a vegetation on the aortic valve, smears from which 
failed to show organisms. 


The liver weighed 2800 Gm. and measured 31x24x7.5 cm. The 
outline was well preserved and the enlargement was uniform. There 
were dense adhesions on both diaphragmatic and lower surfaces. The 
capsule was not thickened, and through it one could see depressed scars. 
The lobulation was much obscured, in places could not be made out at all. 
Jaundice of the liver tissue was quite marked. The organ was like rubber 
in consistency and cut with some difficulty. On section the picture was 
pretty uniform throughout. The architecture was obscure; and in 
general the picture suggested a certain amount of cirrhosis. There 
were depressed scars with conspicuous raised areas of parenchyme, 
some of which measured 2 to 3 mm. in diameter. These nodules of 
parenchyme were of various colors (gray, yellow, red, green), or were 
quite opaque. There was apparently acute inflammation and necrosis 
of the liver tissue, with staining of all the elements with bile pigments. 
Cultures made at autopsy from the heart’s blood showed no organisms 
either aérobically or anérobically. 

Microscopically, the fat stains showed a large amount of fat. In 
parts of the liver, greenish or bronze-colored pigment was abundant. 
There was a wonderful grade of parenchymatous degeneration. This 
had affected all parts of the liver and almost none of the liver cells 
were normal. Some of them showed a granular or hyaline necrosis 
involving a part or all of the protoplasm. Others contained many 
vacuoles. Others were represented by a pink granular detritus. Poly- 
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morphonuclear neutrophiles were abundant, and there was much 
cedematous new-formed connective tissue. There were enormous 
numbers of new-formed bile-ducts. The capillaries were greatly con- 
gested, and large numbers of red blood-cells were present throughout 
the section. 


Case I1.—Malaria 25, syphilis 10, and pneumonia 8 years 
before admission. Onset of present illness two weeks before 
admission, with malaise, asthenia, and nausea; dull pain in right 
hypochondrium; fever (99.5° to 104.2°) and night-sweats; loss 
of twenty pounds; liver enlarged; tenderness in right upper 
quadrant of abdomen; Wassermann reaction positive; Wadal 
reaction and blood culture negative. At autopsy, syphilitic 
aortitis; gall-bladder and ducts normal, no stones; diffuse 
cirrhosis of liver and necrosis; no abscess. 

The patient, a man of forty-two, had had a primary luetic 
infection with secondary symptoms ten years before admission. 
An attack of pneumonia eight years, and of tertian malaria 
twenty-five years, before were (with the exception of moderate 
constipation) the only other points of interest in the previous 
history. The present illness began suddenly fourteen days be- 
fore admission, with general malaise, dizziness, weakness, and 
nausea following exposure to the wet. The following morning 
a dry cough developed and the patient began to experience a 
dull, aching pain in the right hypochondrium. He vomited once 
on the second day of the illness but not again. Fever, night- 
sweats and great weakness were the chief symptoms during 
the next few days. His appetite was fair, bowels irregular. 
A constant dull ache, worse at night and on deep inspiration, 
persisted in the right side. The pain did not radiate and there 
had been no attacks of colic. He had lost twenty pounds since 
the onset of the illness. He was moderately well nourished, 
with flushed cheeks, cyanotic lips, and a slight jaundice. 
Numerous medium rales were heard throughout the chest. The 
abdomen was quite tense throughout. At a point about 5 cm. 
to the right of the umbilicus there was tenderness, but none 
elsewhere. The respiratory movements were free and there 
was no muscle spasm. The spleen was not felt and there were 
no rose spots. The Wassermann reaction was positive, the 
Widal reaction and blood culture negative. There was a trace 
of albumin, but no casts in the urine. The liver was enlarged, 
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its border rounded. The character of the fever is shown in the 
temperature chart for the early days of the illness (Chart II). 
The symptom complex, together with a slight rise of the border 
of the lung on the right side, justified a probable diagnosis of 
liver abscess. At the exploratory operation, there was no fluid 
in the peritoneal cavity. The gall-bladder and ducts were normal. 
The liver was large, succulent, and covered with small grayish- 
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Chart showing the temperature and pulse for the early days of the illness in Case II. 


white specks resembling abscesses. The liver was thoroughly 
explored with a needle but no pus encountered. During the 
ten days following operation there was extreme weakness, profuse 
perspiration, some distention, but no vomiting, and death oc- 
curred in extreme prostration. 


At the autopsy, except for the liver lesions, the only features of 
interest were a slight enlargement of the spleen and a definite syphilitic 
aortitis. The gall-bladder and ducts were normal and there were no 
stones. The liver weighed 4000 Gm. and measured 30x 20x9 cm. The 
capsule was thin. The organ was uniformly enlarged and its architecture 
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perfectly preserved. It was pretty uniformly mottled with opaque yel- 
lowish dots about 3% mm. in diameter. The liver cut with some 
difficulty. The surface was not quite smooth, showing here and there 
irregular depressions evidently due to increase of connective tissue in 
the portal spaces. The liver lobules varied much in size, some being 
quite large and swollen and standing out beyond Glisson’s capsule, 
others small and distorted. In many places the gross picture suggested 
pretty extensive necrosis. Smears made from a few small pockets, which 
contained grumous material suggesting pus, showed no pus-cells or 
organisms, and cultures made from the liver were sterile. Microscopically, 
the connective tissue of the portal spaces was everywhere increased 
and infiltrated with leucocytes, chiefly polymorphonuclears. The bile- 
ducts were much increased in numbers; all of them were dilated and 
filled with leucocytes and coagulated serum. In some places the ducts 
were sO numerous as to suggest adenomatous growth. There was no 
degeneration of the lining epithelium of the ducts and no desquamation. 
The liver cells for the most part stained well, although they were 
swollen and granular. In many places they were atrophied, apparently 
by the pressure of the connective tissue. In places there was much 
brown pigment. In general, the pathological picture was not so striking 
as in the first case. Destruction of the parenchyme was less marked, 
increase of connective tissue more marked. More noticeable too was 
the great proliferation of the bile-ducts. 


A small number of cases somewhat similar to these have 
been reported and the conclusion drawn that a separate clinical 
entity had been established. Curschmann,’ in 1899, described 
a specific form of hepatitis, with necrosis, based on the ob- 
servation of two carefully reported cases.* 


Case I.—Woman of fifty-one, attacks of gall-bladder colic for one 
year; ten weeks before admission a mild attack, with loss of appetite, 
nausea, and almost daily vomiting; three weeks before admission 
jaundice, which had not been previously present even after the attacks 
of colic. Liver not enlarged, not tender; jaundice constant in degree; 
stools brown; moderate amount of bile in urine; irregular fever, only 
twice exceeding 39°; pulse about 110; death ten days after admission. 
Autopsy: common duct thickened and enlarged; stone lying loose in 
common duct; abscess about cystic duct, with which it communicated 
by a perforation; liver slightly enlarged and showing numerous whitish 
spots, which looked like abscesses but contained no pus; diffuse central 
and midzonal necroses, with cirrhosis about the enlarged and proliferat- 
ing gall-ducts. 

Case II.—Woman of forty-three, typhoid 12 years before admission; 
attacks of gall-stone colic, with jaundice, for two years; sharp attack, 


* Incomplete reports of one or two other cases are also given. 
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with chill, three months before admission, followed by loss of appetite, 
frequent vomiting, alternating diarrhoea and constipation; temperature 
irregular, seldom much above normal; stools slightly colored; small 
amount of bile pigment in urine; jaundice practically unchanging in 
degree. At autopsy, gall-stones in gall-bladder. Cystic duct closed by a 
scar. Loose gall-stones in common duct, which was much dilated. 
Gall-bladder thickened and shrunken. 


What Weber * regarded as a similar condition, he reported 
under the title ‘“‘ Hepar necroticum cum ictero” (of Cursch- 
mann and Oertel). His patient suffered from deep jaundice, 
colorless stools, much emaciation, and ascites. There was a 
septic temperature. At autopsy a tumor of the head of the 
pancreas and dilated gall-ducts were found. 

Extensive liver necrosis has been the feature common to 
the cases of Curschmann, Weber, and the author. The con- 
stant exposure of the liver to injurious agencies from the 
intestines, its double blood supply, the susceptibility of its 
cells to many mineral and proteid poisons, and its exposure to 
the effects of mechanical obstruction in the bile passages make 
such necroses not uncommon. The importance of infection 
in these processes has long been understood, but the part 
played by other factors is becoming clearer. Evidence is 
accumulating to show that the site of the necrosis within the 
lobule may be some indication of the cause of that necrosis. 
The association of a peripheral necrosis with pregnancy, for 
instance, is well known. Midzonal necrosis is regarded as so 
frequently connected with intense bacterial infection that the 
latter must be considered the most important factor in its 
production. In central necrosis, too, some form of acute 
infection must be. regarded as the essential factor, though 
vascular disturbance may predispose to the lesion. The picture 
seen in a liver may, however, be altered by a combination of 
these factors. Opie,® for instance, using a poison which alone 
would not cause midzonal necrosis, in combination with a 
relatively non-virulent organism (B. coli), was able to pro- 
duce typical midzonal lesions. He thinks it probable that the 
organism retards the parenchymatous regeneration after de- 
struction by the poison. Moreover, the picture has been shown 
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to change with the intensity of the intoxication and the time 
during which it acts on the liver. Flexner, using large doses 
of ricin and abrin, produced hepatic cell destruction without 
proliferative changes in the connective tissue; while smaller 
repeated doses of the same drugs led to the new formation 
of connective tissue and proliferation of the bile-ducts. 
Naunyn also showed that organisms introduced in large 
quantity into the ligated common duct might cause liver ne- 
croses, without any sign of suppuration, and that this rapid 
death of the liver cells might result fatally in seventy-two 
hours. Certain digestive or autolytic processes probably also 
play a part in the final pathological picture in some instances 
of hepatic disease. Salkowski® and others have shown that 
the albuminous bodies of liver and muscle, under conditions 
in which bacterial action is excluded, are split into leucin, 
tyrosin, purin bodies, and albumoses, that this process may 
go on during life, and that it is probably of importance in 
explaining liver necroses. 

The liver under conditions of disease may thus be exposed 
to the action of a large number of injurious agents. These 
agents may act singly or in combination; they may act in- 
tensely for a short, or mildly for a long, period; and a great 
variety of lesions therefore results. Many of these changes 
may be observed at one time in a given liver. If the common 
duct, for example, be occluded for some time, changes in the 
liver will be produced by the long-continued bile stasis. But 
infection may also be present and additional lesions be 
produced by the organisms. Finally, absorption of albuminous 
toxins from the intestines may modify the final picture. A 
liver examined at various stages in such a disease would 
present the most varied pictures—no one of which could be 
regarded as the “ typical picture of biliary cirrhosis.” 

It is for reasons of this sort that attempts to establish 
sharply demarcated groups of hepatitis are unwarranted, and 
there is no evidence for the belief that the hepatitis described 
by Curschmann was a specific form. Both his patients had 
stones in the common duct. The first had a perforated cystic 
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duct with abscess; the second, gall-stones in the gall-bladder. 
Both had had repeated attacks of colic; jaundice was present 
in both cases, of long duration in the first case. The clinical 
picture was that of long-continued cholelithiasis, the liver 
changes probably contributing, as they often may, to the 
symptom complex in the last stages of the disease. The 
moderate degree of the jaundice and the fact that the stone 
was loosely lodged in the common duct hardly justify Cursch- 
mann’s conclusion that the final clinical picture represented 
a distinct entity, referable to the liver rather than to the gall- 
stones. The effects of bile stasis on the liver are variable and 
the human liver is thought to be relatively resistant to this 
factor. Yet Janowski,” in a study of the liver in ten patients 
dead of cholelithiasis, described one case which showed central 
necroses scattered throughout the liver—changes quite similar 
to those in Curschmann’s cases. Experimentally, the effects 
on the liver of ligation of the common duct have varied with 
the animal used. 

No bacteriological study of Curschmann’s cases was made. 
Yet infection was obviously present and cannot be disre- 
garded. Naunyn was able experimentally, by injection of B. 
coli into the ligated common duct, to produce extensive liver 
necroses. Curschmann’s communication is only of value be- 
cause it calls attention to the role played by the liver in the 
late clinical picture of cholelithiasis—a role often overlooked 
in the interest in the stones themselves. A similar criticism 
must be made of Weber’s communication. His patient showed 
obstructive jaundice, ascites, enlarged liver, and fever; but 
inasmuch as an obstructing tumor of the head of the pancreas 
and dilated gall-ducts were found at the autopsy, the mere 
presence of multiple disseminated lobular necroses hardly 
justifies the consideration of the disease as a separate clinical 
entity. 

In 1908 Oertel ® described in some detail four cases asso- 
ciated with a multiple, non-inflammatory necrosis of the liver, 
which he thought to be characteristic of the condition and 
similar to the lesions described by Curschmann. He applied 
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to the disease the name ‘* Hepar necroticum cum ictero.’’ The 
clinical picture, so far as one can gather from the meagre 
histories, was not characteristic. Jaundice and symptoms of 
intoxication (fever, mental disturbance, and delirium) seem 
to have been the chief features. All the patients were in a 
state of generally lowered nutrition, showed marked degen- 
erative changes throughout, and had been exposed for some 
time to unhealthy modes of living. Common to all the cases 
was a peculiar and characteristic multiple and irregular de- 
struction of the liver tissue, with more or less pronounced bile 
and blood stasis and fatty change. There was entire loss 
of the liver markings. The organ was leathery and pale yel- 
low. There was a complete lack of inflammatory reaction 
within the liver tissue, and the sclerosis was confined to the 
portal spaces. The parenchymatous lesion appeared to be an 
unusual fading and gradual disappearance of the liver cells, 
with complete retention of the cell-outline, so that ultimately 
only “ ghosts of cells” persisted. 

Whether the changes described by Oertel are to be re- 
garded as characteristic enough to entitle them to separate 
consideration is open to grave doubt. But, on the other hand, 
there is no doubt whatever that the clinical significance of 
extensive and relatively acute liver destruction—as illustrated 
by his cases and the cases reported in this paper—deserves 
emphasis, and this emphasis may be made without attempting 
to establish “ hitherto undescribed” forms of hepatitis. 

One of the interesting features of the cases here reported 
was our complete inability to demonstrate any cause for the 
hepatic change. The character of the temperature suggested 
an infectious origin, but blood cultures were negative, and no 
Organisms could be found either in smears from the liver or 
in sections. The failure to obtain positive cultures from the 
liver has, however, only relative value. It was shown years 
ago by Babes® that in patients dead of streptococcus septi- 
cemia with extensive liver necroses, the organisms, though 
present in the blood, could not be grown from the liver; and 
that, in experimental streptococcus septicemia, if the animals 
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lived longer than eight days after the injection, the organism 
could not be cultivated from the degenerated internal organs. 
There seems to be some reason for believing that this fact is 
due to the production of bactericidal properties from the 
albuminous molecule in the liver (Conradi). 

Nor did the absence of signs of suppuration in the liver 
exclude infection, for the observation has been repeatedly 
made that organisms in large quantity may produce destruc- 
tive parenchymatous lesions without the usual suppurative 
changes. It seems, indeed, altogether likely that these cases 
of destructive liver lesions, with fever and symptoms of in- 
toxication, are often due to absorption from the intestines 
even when an infection cannot be absolutely demonstrated 
(Chauffard’s toxi-infection). 

In the second case here reported; the large, ulcerated, and 
thrombosed hemorhoidal vessels must be thought of as a pos- 
sible source for the infection. In some of the greatly dilated 
veins softening and ulceration of the thrombi had occurred, 
whereby the thrombus connected, through the ulceration, with 
the lumen of the gut. There was no sign of ileocolitis. 

Syphilis cannot be disregarded in a discussion of acute 
destructive hepatitis with fever. The clinical features of this 
form of syphilis have been referred to by Gerhard, Frerichs, 
Hirschberg, Klemperer, and others, who have reported cases 
with fever either of the continuous or the irregularly remittent 
type; and Nasarow’® has made the point that the liver in 
these cases is almost always hypertrophic. Mannaberg?! re- 
ported a patient who, on the basis of a malarial temperature 
chart, was treated for that disease for one and a half years; 
the fever disappeared rapidly with antiluetic treatment and 
complete recovery occurred. Osler and Churchman *? include 
under Group 5 of their classification of luetic hepatitis cases 
resembling liver abscess. Unfortunately not a great deal is 
known of the pathology of these conditions, and the part 
played by lues has not been made absolutely clear by post- 
mortem examinations. In the cases reported in this paper, 
the pathological picture was quite different from that seen in 
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syphilis, but it is to be recalled that the old ideas in regard 
to luetic hepatitis are undergoing some change, and the ability 
to recognize the disease more often, by the Wassermann re- 
action, seems likely to make further changes still. Adami,* 
for instance, while acknowledging the relative infrequency of 
the extensive diffuse liver lesions in the acquired form of the 
disease, states that “the lesions occurring in the congenital 
and in the acquired disease are identical, and that the same 
processes are at work in the secondary and tertiary stages; 
no sharp line between them can be drawn.” Unfortunately, 
the failure to find the Treponema pallidum in the liver is of 
little value in excluding syphilis. Cases are reported 
(Veszprémi and Kaniz** and Buraczynski) in which the 
organisms were present in considerable numbers in the specific 
skin lesions, but could not be found in the liver; and failure of 
this sort has been the general experience. Specific luetic liver 
changes have not been found in these cases, the diagnosis rest- 
ing on the presence of other definite syphilitic processes or on 
the recent syphilis. The question might therefore be raised 
whether these were not cases of acute toxi-infectious hepatitis 
occurring in the course of syphilis, rather than instances of 
true luetic hepatitis. The complete response of symptoms 
to specific treatment in a group of clinically similar cases 
establishes the existence of syphilitic hepatitis with fever; but 
it unfortunately precludes the possibility of post-mortem evi- 
dence as to the liver changes in the cases known to be 
syphilitic. 

In the two patients here reported the lesions in the liver 
were quite unlike those usually associated with syphilis. Sec- 
tions stained by the Levaditi method failed to show the or- 
ganisms of Schaudinn. In the first case, syphilis could be 
absolutely excluded, on the absence of infection, the negative 
Wassermann reaction, and the absence of syphilitic lesions in 
any of the organs at autopsy. In the second case, the patient 
had undoubtedly had syphilis, as shown by the positive Was- 
sermann reaction and the presence of specific aortitis; but 
there is no evidence whatever that the liver lesions from 
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which he died were of specific nature. In view, however, of 
the unsettled state of knowledge in this respect, the Wasser- 
mann reaction is essential in patients exhibiting the symptom 
complex here described, and the therapeutic test should always 
be tried. 

Acute yellow atrophy, though now recognized as occurring 
in a number of conditions, is still regarded as a definite 
pathological entity, and the early stage of the disease is some- 
times associated with enlargement of the liver. This disease 
could be positively excluded in my cases by the gross and 
microscopic appearance of the liver, as well as by the absence 
of diminution in the size of the organ even in the late stages 
of the disease. Certain of the symptoms corresponded with 
those seen in the second (cholemic) stage of acute yellow 
atrophy. Fever is not, however, a characteristic symptom 
of this disease; it is often, indeed, described as afebrile.; 

The cases here reported illustrate the importance of a 
grave, acute disease associated with enlargement of the liver, 
some increase in the connective-tissue elements, and a high 
grade of parenchymatous destruction. The symptoms produced 
are jaundice, complete or nearly complete absence of bile pig- 
ment from the stools, fever like that seen in common-duct 
stone or in liver abscess, and manifestations of profound 
intoxication. Although the clinical picture suggested a bac- 
terial origin, none could be demonstrated. Syphilis was ex- 
cluded; but this disease, though usually producing changes 
in the liver quite different from those seen here, is known to 
cause hepatic lesions varying all the way from the common 
catarrhal jaundice to the “ acute yellow atrophy of syphilis ”’ ; 
and some of the reported instances of luetic hepatitis have 
resembled clinically the cases in this paper. In view of the 
fact that liver changes of varied kinds—both as regards 
pathological picture and etiology—have been found in asso- 


7 Fever is often present during the initial catarrhal icterus, but 
later the temperature is, as a rule, normal. In the second stage it may 
become subnormal, though an agonal rise (sometimes very high) is 
often seen. Quincke in Nothnagel’s System, Volume on Liver, Pancreas, 
and Suprarenal Glands. See also Kelly in Osler’s “ Modern Medicine,” 
Vol. V. 
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ciation with this grave clinical condition, it is unwise to 
attempt to classify it pathologically and equally unwarranted 
to attempt to establish a close connection between this symp- 
tom complex and a “ characteristic” liver change. Clinically, 
the condition is a very acute one, but in many cases chronic 
cirrhosis undoubtedly exists for a long time without producing 
symptoms, and is only recognized when (probably owing to 
some complication) grave symptoms supervene. So that even 
the word “acute” must be used cautiously in this connection. 
Icterus gravis primitivus describes, though somewhat vaguely, 
the clinical picture and takes account of the absence of demon- 
strable cause. Degenerative, productive hepatitis with en- 
largement indicates the main lesions and correctly emphasizes 
the element of destruction. Both names rightly imply the 
existence of an acute disease of the liver distinct from acute 
cloudy swelling, acute yellow atrophy, suppurative cholangitis, 
and liver abscess. The fact of the existence of such a disease 
is of more importance than its name; and its resemblance to 
liver abscess or stone in the common duct is of some im- 
portance in diagnosis. 

Both cases were treated in the surgical service of Dr. 
Halsted, whose accustomed generosity with his clinical ma- 
terial it is again a pleasure to acknowledge. The second case 
was under the care of Dr. Thayer and Dr. Finney,.who kindly 
allowed me to use it for study. 


BIBLIOGRAPHY. 


*Kretz: Verhandl. d. deutsch. path. Gesell., viii, 54, 509. 

* Meyer: Miinch. med. Woch., 1908, lv, 2276. 

*Curschmann: Deutsch. Archiv f, klin. Med., Ixiv, 1899, 564. 
*Weber: Proc. Royal Soc. Med., Lond., 1908, 113, Path. Sect., roo. 
*Opie: Proc. Path. Soc. Phila., Sept., 1910, 145. 

*Umber: Berl. klin. Woch., 1903, 185 (quotes Salkowski). 
*Janowski: Beitr. zur path. Anat., Bd. xl, 1892, 344. 

*Oertel: Journ. Med. Research, 1904, vii, 75. 

* Babes: Virchow’s Archiv, 1894, Bd. cxxxvi, I. 

” Nasarow: Wien. klin. Woch., 1908, xxi, 1736. 

™Mannaberg: Zeitsch. f. klin. Med. 1907, Ixii, 253. 

* Osler and Churchman: Chapter on Syphilis, Modern Medicine, iii, 481. 
* Adami: Montreal Med. Journ., June, 1808. 

“ Veszprémi and Kranitz: Archiv f. Derm. u. Syph., Ixxxviii, 1907, 35. 











THE RATIONAL TREATMENT OF ACUTE 
APPENDICITIS.* 


BY JOHN B. DEAVER, M.D., 


OF PHILADELPHIA, 


APPENDICITIS is a disease with which the medical pro- 
fession has been familiar for many years. It has been care- 
fully studied by many observers. Large series of cases have 
been gathered, and there is no lack of material for a com- 
parative study of various methods of treatment. In spite of 
these facts, it must be admitted that there exists among sur- 
geons and medical practitioners a great divergence of opinion 
as to the proper method of procedure in certain cases and at 
different stages of the same case. 

The appendix in its anatomical relation differs from every 
other abdominal organ with which we have to deal. It is 
usually easily accessible. It can be completely removed, unless 
extensive surrounding disease be present, apparently without 
in any way interfering with the bodily functions. While we 
need not consider it a vestigial structure or a functionless 
organ, nevertheless its removal has in my experience never 
been followed by bad functional results of any kind. Its 
removal also is not usually a matter of great technical diffi- 
culty, unless complicating conditions place obstacles in the 
way of the surgeon. 

Situated as the appendix is, more or less separate from 
other structures, it can yet give rise to most extensive in- 
flammatory conditions within the abdomen. It is well known 
to be the most frequent causative factor in acute abdominal 
conditions requiring surgical intervention. Appendicitis is by 
far more frequent, in this country at least, than any other con- 


* Read before the Philadelphia Academy of Surgery, February 6, rort. 
798 











ACUTE APPENDICITIS. 799 


dition within the abdomen, acute or chronic, which is met with 
in surgical practice. 

It seems strange then that since appendicitis is except in 
but comparatively few cases easily diagnosed, the organ so 
often accessible, and its removal, when no complications are 
present, so easy, that there should still be such a considerable 
mortality in dealing with acute appendicitis. 

This mortality remains more than it should be for four 
reasons: (1) failure to diagnose the disease sufficiently early ; 
(2) failure to recognize its gravity; (3) postponement of 
prompt surgical intervention; (4) incorrect treatment in the 
later stages of the disease. 

The diagnosis of acute appendicitis has been sufficiently 
dwelt upon in many articles within the past twenty years. It 
is usually easy if a careful history has been taken and a care- 
ful examination of the patient made. I am convinced that 
most errors in the diagnosis of this, as well as of all other 
of the commoner surgical conditions of the abdomen, depend 
not so much upon any great obscurity of the symptoms as 
upon the failure of the medical attendant to carefully construct 
the clinical picture. Many of us have seen instances in which 
acute appendicitis has been treated under the impression that 
the pain was caused simply by gastritis or colic. The ex- 
amination in such cases is most superficial, and indeed I have 
seen numerous instances in which a careful abdominal ex- 
amination had not been made until two or three days had 
elapsed, or not at all. It is but rarely that the sequence of 
pain, vomiting, and tenderness, with localization of pain in 
the right iliac fossa, is not observed, and practically never are 
local signs absent. The only excusable way in which the 
physician or surgeon might fail to make a diagnosis, a few 
cases excepted, is in children too young to state their sub- 
jective symptoms or accurately to locate the pain and tender- 
ness. 

But while a diagnosis of acute appendicitis can and should 
be promptly made in practically every case, it is a false re- 
finement of diagnostic methods to attempt to give a definite 
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prognosis early in the disease. We may of course gauge 
the comparative severity of the lesion by the severity of the 
onset, the patient’s condition, and the rate of progress of the 
disease. Yet it must be remembered that often cases in which 
the symptoms are most severe do not show lesions more grave 
than those in which the disease apparently had started as a 
mild process. This leads us to the consideration of the second 
factor influencing the mortality of the disease, 1.e., a failure to 
recognize its gravity. 

It has always been, and still is, my contention that every 
case of acute appendicitis seen early should have prompt sur- 
gical attention—operation, provided, of course, that no ab- 
solute general contraindication to operation is present, such as 
pneumonia or uncompensated heart lesion. There is no one 
who can say which case of acute appendicitis may progress to 
recovery and which go on to abscess formation or general 
peritonitis and death. This has been proved so often that we 
have no right to postpone operation in any case. It is true 
that a certain number of cases of acute appendicitis will re- 
cover spontaneously under proper non-operative treatment, 
only to have subsequent attacks. It is equally true that some 
unoperated cases will die. Could we but differentiate the two 
classes clinically, our line of procedure would be easy to estab- 
lish, but, as has already been stated, such a differentiation is 
impossible. The only safe and proper course, therefore, is to 
resort to prompt operation when a case of acute appendicitis 
is seen early. The reason for referring all cases of appendi- 
citis at once to the surgeon has been stated by no one better 
than by our well-known internist, Dr. M. H. Fussell, who 
speaks as follows: “I thoroughly believe that at least three- 
fourths of the cases of appendicitis would recover if not 
operated upon, but I know there are no symptoms that will 
tell when a case is approaching the danger line until it is 
extremely dangerous either to interfere or to wait.” 

The results justify such a statement. My mortality in 
acute appendicitis seen early, when the inflammation has been 
confined to the appendix, has been very small. I believe it 
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to be but little if any greater than that which is incident to 
an opening of the abdominal cavity whether a lesion be present 
or not. In 100 consecutive cases of this nature in 1910, from 
January 1 to December 31 inclusive, the mortality was nil. 
Surely such a result (and like ones are being obtained by many 
operators) justifies itself and puts beyond a doubt the fact that 
immediate operation is the only proper method of treatment 
to adopt in early appendicitis. 

The third reason for our mortality arises from our failure 
to recognize and act upon this proved fact in every instance. 
Delay in operation is the most important causative factor in 
the mortality of acute appendicitis. The reasons for this are 
so well known and evident that I need not mention them. If 
the disease is attacked sufficiently early, the destructive and 
inflammatory processes are more likely to be limited to the 
appendix itself, and easily removed. When operation is de- 
layed the infectious organisms have time to penetrate or extend 
beyond the walls of the appendix, enter the peritoneal cavity, 
and give rise to the grave conditions accompanying a peri- 
tonitis either diffusing or localizing. Could these cases be 
seen, diagnosed, and early sent to the operating table, acute 
appendicitis would be almost robbed of its dangers and become 
in the hands of competent surgeons one of the least formidable 
of abdominal diseases. 

The fourth great cause for our mortality in acute ap- 
pendicitis is the incorrect treatment in cases in which, for some 
reason or other, the disease has been allowed to progress 
beyond the confines of the appendix and we have to deal with 
an acute appendicitis complicated by a more or less severe in- 
flammatory lesion of the peritoneum. 

The treatment of the appendicitis becomes then not a ques- 
tion of the lesion in that organ, since this is entirely over- 
shadowed by the secondary conditions to which it has given 
rise. 

A correct understanding of the problem of peritonitis may 
be facilitated by the recognition of the fact that all cases of 


peritonitis belong, as Federmann so well states, to one of two 
“WF'28 
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great groups—the progressing and the localizing. The former 
is that in which the tendency of the process is to rapidly 
spread until it has involved most or all of the peritoneal sur- 
face. The localizing type is that in which the process tends 
to the formation of a localized -peritonitis or a localized ab- 
scess. The latter is peculiarly apt to occur in connection with 
appendicitis. We know, for instance, that all cases of peri- 
tonitis of the upper abdomen due to acute perforation of 
viscera are of the progressing type, whereas many cases of 
peritonitis following appendicitis are not. 

But at the outset of any peritonitis, within the first 24 
to 40 hours, it has been shown that the process is unconfined, 
that is to say, lying free between the coils of the intestine. 
The formation of a limiting wall of fibrin occurs only at a 
iater stage. 

Experience also has proved that any peritonitis at this 
stage is, with few exceptions, amenable to prompt surgical 
treatment. The results after operation, with modern post- 
operative treatment are excellent. Indeed the mortality in my 
hands has been lower than that of any other form of peritonitis 
with which I have had to deal, unless it be a strictly localized 
pelvic peritonitis from disease of the adnexa. 

In the five years ending with 1909 I operated upon 63 
cases of diffuse peritonitis within 40 hours after onset, with 
but one death in the series. Since then, in 42 consecutive 
cases of appendiceal peritonitis operated upon at the German 
Hospital within 40 hours of the onset of the peritonitis, I have 
had one death, making in all to5 cases with two deaths, mor- 
tality 1.9 per cent. While I feel that this is a low death-rate 
when the desperate character of the disease is taken into con- 
sideration, yet it is noteworthy that an extension of the time 
limit for immediate operation has been accompanied by a rise 
ir. mortality. This expresses a fact which I have definitely 
determined from my own experience, namely, that the mor- 
tality rises with amazing rapidity if diffuse peritonitis of 
whatever origin, when present for more than 40 hours, is 
treated by immediate operation. It is, no doubt, difficult to 
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say exactly when an appendicitis passes over into a peritonitis. 
Our guide must be an exacerbation of pain and tenderness 
in the right iliac fossa, followed by extension of tenderness 
to adjacent areas. In fulminating appendicitis it may be 
taken for granted that the peritonitis has taken its origin very 
shortly after the onset of the disease itself. I dread early per- 
forations near the base of the appendix which give rise to a 
rapidly diffusing and severe form of peritonitis. In view of 
the importance which we place upon the duration of the peri- 
tonitis itself, it is necessary to hold clearly in mind that this 
time may be very different from the duration of the disease. 
In some cases when a temporizing policy has been adopted. 
a low grade appendicitis may smoulder for several days or 
longer before it lights up a diffusing process within the general 
cavity. The 40-hour limit also is somewhat arbitrary as de- 
marcating the early period of relative safety in immediate 
operation. One case will be found almost overwhelmingly 
septic, while in another the march of the peritonitis and the 
increase in severity of systemic symptoms may be slow. This, 
however, in general may be taken as the period within which 
experience has shown that in practically all cases operation 
may be done and should be done in full expectation of success. 
I would not feel content if I did not qualify this statement by 
saying that occasionally in cases of even this short’ duration 
there will be found one who exhibits extreme prostration, with 
capillary stasis perhaps amounting to cyanosis, with a low 
leucocytosis or none at all, in short with all general and local 
symptoms pointing to a virulent septic process and low bodily 
resistance. It is not proper to operate upon such a patient. 
Mere anesthesia may tip the scale against him. That these 
cases are not numerous can be seen from the figures which I 
have given above and the determination of the pros and cons 
of operation in such a case should be left entirely to the sur- 
geon, preferably one of large experience in abdominal work. 
I cannot too strongly insist that these are refinements to be 
considered only by experts in this class of work, and affect 
in no way my general position in respect to the necessity for 
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operation in appendicitis. It deals only with the determination 
of the most favorable moment for operation, not with the ad- 
visability of operative treatment. I am thus explicit because 
it has been my misfortune recently to be placed in a false light 
before the public by reportorial garbling of technical state- 
ments of this sort which were not intended for the laity and 
are indeed impossible for them to comprehend in their true 
light. 

It is a matter of agreement amongst surgeons, I believe, 
that early cases of appendiceal peritonitis, with the possible 
exception just mentioned, should be promptly operated upon. 

When we come to consider an appendiceal peritonitis of 
more than 40 hours’ duration, a different problem confronts 
us. While it has been the experience of all surgeons that early 
cases of peritonitis as a rule recover, such, unfortunately, have 
not been the results in peritonitis of a longer duration. In- 
deed, peritonitis, diffuse or general, has so far been the one 
great failure in abdominal surgery. Several conditions must 
be met under this head. 

There may be found a peritonitis of the localizing or second 
form which frankly is making progress towards or has already 
reached the stage of local peritonitis or localized abscess. The 
condition of the patient in such an instance as to temperature, 
pulse and leucocytosis and general appearance always indicates 
that the organism is successfully combating the toxins result- 
ing from the peritoneal infection. The temperature is but 
fairly high, 100° to 102°, the pulse strong though at times 
somewhat accelerated. The leucocyte count is always high and 
in most favorable cases over 20,000. 

In such an instance immediate operation is indicated unless 
localization and subsidence of the general symptoms have 
been rapid, marked, and unmistakable. In the latter condition 
slight further delay would give the surgeon a still more favor- 
able condition for operation. When improvement has reached 
a stand-still, operation should be done at once. 

Again, we may encounter a peritonitis which, by the gen- 
eral condition of the patient and its favorable course, if it may 
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be so called, is evidently of a localizing type but does not as 
yet show the distinct signs of local abscess. In these cases 
we have two factors to guide us—the patient’s general con- 
dition and the signs of an abdominal mass, even though not 
of a distinct local abscess. lf the patient’s condition be good, 
temperature, pulse, and high leucocytosis as indicative of 
high resisting power, operation is indicated if we have in 
addition some signs of a more localized process than is shown 
by the symptoms only of a diffuse peritonitis, that is to say, 
if in addition to general abdominal rigidity and tenderness 
localized in the right lower abdominal quadrant, we have in 
this area any portion which on careful examination gives the 
signs of an abdominal mass, however diffuse and indefinite. 

When, again, in a localizing peritonitis the local signs are 
favorable but the general condition of the patient not good, 
our best course is to delay operation until the latter improves, 
treating the patient meanwhile under the methods later to be 
described. 

The progressing form of peritonitis presents an entirely 
different clinical picture. We have in this form of the process 
also, two clinical aspects, i.e., that one in which the patient’s 
condition and resistance seem satisfactory, and that in which 
the reverse is true. 

Concerning the treatment of this form of peritonitis,— 
one peculiar to appendiceal and occasionally other forms of 
pelvic peritonitis,—there has been a wide difference of opinion. 
We have stated that it is advisable to operate upon practically 
all cases of less than 40 hours’ duration, and have indicated 
those cases of localizing peritonitis in which immediate opera- 
tion seems the best form of procedure. 

In progressing peritonitis with no signs of the limitation 
of the process, when the case is seen later than the first 40 
hours delay is usually the best policy. This does not apply to 
other than appendiceal or pelvic peritonitis—in perforation 
of the upper abdominal viscera into the general abdominal 
cavity such a lapse of time practically always has brought the 
case to a hopeless condition. 
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Particularly must delay be insisted upon in those cases 
in which the patient’s condition is evidently desperate. ‘There 
can be no doubt that many such cases of appendicitis have been 
lost as a consequence of hasty operation. ‘Those that will 
not improve upon proper treatment during delay and progress 
to an unfavorable termination do so even more quickly when 
hastily operated upon. 

The question arises when to consider the condition suffi- 
ciently localized for operation. Delay until there is absolutely 
a sharply defined and outlined abscess is not necessary. The 
patient’s general as well as the local condition must be our 
guide. Operation should be postponed until the temperature 
and pulse strike an equable level, the leucocytosis is consistently 
high,—showing good resistance to toxzmia,—and peristalsis 
is known to be re-established as evidenced by free passage of 
flatus. Then if we are able to discover the signs of a deep- 
seated mass or resistance in the right iliac fossa, operation will 
disclose as a rule a limited peritoneal inflammation. 

Finally, when we have the symptoms of a diffusing peri- 
tonitis following appendicitis, the decision whether or not to 
operate must always depend upon the patient’s general con- 
dition and upon a careful study of the case. It can be taken 
for granted, however, that when we have the classical symp- 
toms of such a form of diffusing peritonitis,—rapid running 
pulses, abdominal distention, cyanosis, and the facies Hippo- 
cratica,—operation will be almost inevitably fatal and delay 
may save the patient. 

A fact of importance in the consideration of localized col- 
lections of pus within the peritoneum is the possibility of leak- 
age into the general peritoneal cavity from the wall of a 
previously well-localized abscess. The general or diffuse peri- 
tonitis which results from this occurrence is often of a par- 
ticularly virulent type, and in many instances has a most rapid 
onset, occurring with great suddenness when the symptoms 
previously have been entirely favorable. The avoidance of 
this complication is possible only by prompt operation. 

To this mode of treatment there could be but two objec- 
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tions. The first and most easily set aside is that from the 
theoretical point of view. It has been repeatedly stated that 
it is best to operate upon every case of peritonitis of the acute 
variety as soon as possible. No one indeed is more positive in 
the opinion that every case of acute appendicitis per se should 
be operated upon immediately than I am. But when a peri- 
tonitis has set in it becomes in reality a different disease. Ap- 
pendicitis confined to the appendix is one thing—peritonitis 
following an appendicitis offers us an entirely different prob- 
lem. 

The statement is often made that a peritonitis is but a 
form of abscess and that it has been the universal experience 
that the best treatment for abscess or local suppuration is 
prompt evacuation and drainage. Pus within the peritoneum, 
when not seen early and when not sharply localized, differs 
somewhat from abscess or pus formation in every other por- 
tion of the body. Here our experience has often been that 
the evacuation, even by means of a small incision or puncture, 
of the enclosed pus is often followed by the rapid diffusion of 
toxins throughout the body and the death of the patient. 

Buxton and Torrey, on the basis of animal experimenta- 
tion, have concluded that the sudden so-called shock so often 
rapidly fatal after operations in fulminant peritonitis may be 
due to the explosive destruction of the bacteria by the immune 
substances of the body serum and liberation of their toxic 
contents into the circulation in large quantities. In other 
words, the too sudden destruction of virulent material within 
the peritoneal cavity may have even graver results than their 
activity while living. 

From the practical point of view we can estimate the value 
of any one method of treatment only by the results. Per- 
sonally, while I am cognizant of the great strides in post- 
operative treatment which have been made within the past 
few years, I am convinced that the more favorable results 
have been largely due to the selection of cases at the proper 
time for operation, and their proper pre-operative as well as 
post-operative treatment. 
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In the treatment of peritonitis both before and after opera-~ 
tion, I have followed largely the method brought into promi- 
nence by Ochsner, with the addition of the Murphy method 
of enteroclysis. 

When I see a patient suffering from a peritonitis as a 
result of appendicitis, the matter first to be considered is 
operation. If it be decided to postpone this, then the patient 
is treated in a way which we believe most often tends to con- 
serve his strength and to bring about localization of the peri- 
tonitis. 

One of the most important causes of the mortality in 
appendicitis, even among those who are believers in operation, 
is faulty pre-operative treatment. ‘This is the true field of 
medical treatment in this disease, and I am certain that the 
procedures in common use among practitioners are responsible 
for a goodly percentage of deaths. It is a wellnigh universal 
custom to administer a purge in the early stage, and if recovery 
is not prompt to continue more or less drastic purging in the 
belief that it will favorably influence the disease. I must own 
that years ago | advocated this method, but I have long since 
been convinced that it not only does no good but does positive 
harm in many cases. The physician sees so many cases of 
colic or enteritis which respond readily to a simple purge that 
a false analogy has been drawn in respect to its efficacy in ap- 
pendicitis. Except in those milder cases of catarrhal appendi- 
citis which are only a part of an enteritis or colitis, it is diffi- 
cult to see any great value in emptying the contents of the 
bowel, but it is easy to see that in the severe cases, to set up 
active peristalsis may mean to precipitate a perforation, to 
inhibit the formation of defensive adhesions, and to spread 
infective material throughout the peritoneal cavity. In the 
initial stage, before the diagnosis is readily made between 
simple colic and appendicitis and before the advent of local 
pain indicates that the inflammation has reached the peritoneal 
covering, it is inadmissible to give a rapidly acting purge, 
such as castor-oil or a saline. After the pain is localized and 
Nature is endeavoring by stiffening the surrounding muscles 
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to secure rest for the inflamed member, it is irrational to 
nullify her efforts from within, and every surgeon who has 
watched this point has observed that in general those cases that 
have been purged in this stage are likely to be more severe. 
If it is desired to move the bowels, enemata should be employed, 
but given gently, for a forced enema can be as objectionable 
as a purge. Quiet for the inflamed focus should be furthered 
by withholding all food and liquid by mouth, and all in this 
connection must mean all. An ice-bag over the right iliac 
fossa will cause the patient to lie more quietly in one position, 
will relieve the pain, and discourage too many examinations. 
The prevalent idea that it has any specific influence in abating 
the disease should be abandoned. It is wise to raise the head 
of the bed or better place the patient in a sitting posture in 
order to encourage the gravitation of fluid exudates or extra- 
vasations into the pelvis. Fluid for the body should be sup- 
plied by the rectal instillation of saline solution in intermittent 
or continuous form. 

No morphia should be used, as the pain is rarely too great 
to be endured, and by its use the patient and physician are too 
often lulled into a false sense of security until peritonitis is 
too firmly established for any method of cure. An exception 
may be made to this rule when operation has been_ decided 
upon and the patient is suffering to an unusual degree from 
nervousness or pain. Then '/,, gr. to 1/s) gr. morphia may 
be given and repeated once if necessary. If a little tact be 
used it is surprising how seldom anodynes are needed. Ex- 
treme degrees of suffering are not common in appendicitis. 

Finally, all cases should be treated in the above manner, 
whether the medical attendant believes them to be serious or 
not. There is no way of differentiating the case that will get 
well from the one that will not. If equal care be used in all 
cases, the surgeon will rarely be requested to act in the 
capacity of Lord High Executioner upon patients moribund 
with peritonitis, and deaths in appendicitis will become rare. 

Lavage to control vomiting and not medicine such as small 
doses of calomel, or calomel combined with cocaine, oxalate 
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of cerium or small doses of carbolic acid or dilute hydrocyanic 
acid, etc., any or all of which are not only useless but likely 
to aggravate and make the irritable stomach still more irritable. 
Medicines in this disease are out of place. If anything in 
medicine has been clearly proven, it is that appendicitis is a 
surgical disease, in fact the medical professor or internist, so 
called, should not be permitted to teach students the treatment 
of this disease unless he do so along the lines indicated in this 
paper. 

The patient is given absolutely nothing by mouth until 
peristalsis is established; for it is a well-known fact that the 
smallest amount of food or even water introduced into the 
stomach gives rise to peristalsis, and peristalsis, however slight, 
must tend to prevent localization of the peritonitis. It is 
sufficient for the patient’s comfort to keep the mouth moistened 
with a cloth. The patient’s bodily strength is kept up by the 
use of continuous saline enteroclysis, continued as long as 
it is well borne, and at times interrupted for longer or shorter 
periods. I have found this to be of greater value than the 
use of saline enemata at stated intervals, even when they 
contain supposedly more highly nutritious substances in solu- 
tion. The false, erroneous, absurd idea that patients with 
acute abdominal inflammation must be given nourishment by 
mouth has long since been disproven. 

Continuous enteroclysis has been most largely used as a 
method of post-operative treatment, but I have found it of 
equal value in peritonitis prior to operation. 

When vomiting occurs, it can be controlled by prompt 
and thorough lavage, repeated as often as may be necessary. 
This is a most essential part of the treatment, for putrefying 
food within the stomach or regurgitated into it gives rise to 
virulent toxins and ptomaines, having a profound depressant 
action upon the bodily economy as a whole. Lavage is also 
to be employed when there is great distention of the stomach, 
hiccough, or nausea, or the spitting up of small amounts of 
dark fluid. These as well as frank vomiting are the evidences 
of retention and regurgitation of putrefying material in the 
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alimentary tract, and call for the prompt use of the stomach 
tube until the condition is relieved. This also is most useful 
as a preventive of a possible acute gastric dilatation which 
I believe to be infectious or toxic. 

In addition the use of the ice-bags externally allays pain 
and seems in a degree to inhibit active peristalsis. 

Opium and opiates I use most sparingly in the treatment 
of peritonitis. While opium and its derivatives stop peris- 
talsis, they do so in a manner which soon produces complete 
paralytic ileus, with its accompanying obstruction, retention of 
toxins, etc. The relief of pain also is not to be considered 
as a prime factor in comparison to saving the patient’s life. 
Moreover, this complete dulling of pain produced by morphine 
is most deceptive and often makes it impossible to determine 
correctly the stage of the disease under treatment or its 
progress. When the patient is in extreme pain or so restless 
that he cannot be controlled by other means, which is rarely 
the case, I employ morphine in doses of 1/5) to */;, hypo- 
dermically, repeated once if necessary. 

The operative technic which I employ in cases of peri- 
tonitis associated with appendicitis is that of any other peri- 
tonitis. The use of protective pads is most important to 
prevent the spread of infection. The appendix is always re- 
moved except when a circumscribed abscess is present and its 
removal would be attended by too great danger of diffusing 
septic material. Lavage of the peritoneum I consider not only 
useless but harmful. It is my practice to remove the pus by 
the gentlest means and with special care not to disturb the 
coating of plastic and protective lymph which is often found 
on the bowel serosa. It is not this lymph which causes sub- 
sequent adhesions. These can most often be attributed to 
rough handling of the bowel during operation, or the trauma 
of pads or instruments. 

Drainage should be by tube whenever possible. I have 
found split rubber tubes with a gauze wick serviceable, if the 
tube be sufficiently rigid to preserve its calibre. Cigarette 
drains are useful only when there is but little need for drain- 
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age. 1 would call your attention to the importance of pelvic 
drainage in cases of peritonitis. By this I mean drainage by 
means of a glass tube introduced into the pelvis through the 
incision, or through a stab wound over the pelvis. When, 
after operation, the patient is placed in the sitting posture, 
all fluid in the abdominal cavity will gravitate to the pelvic 
area, and it is this even more than the operative field that we 
want to drain. 

After operation the patient is placed in the sitting position, 
and the treatment is practically as before operation. 

In conclusion I would say that if there is one fact in the 
field of medicine which has been demonstrated conclusively, 
it is that the rational treatment of acute appendicitis is in 
operation, early and immediate if possible; late, postponed, 
or absolutely contraindicated only by the presence of other 
conditions which may be complications of the disease itself 
or entirely independent of it, mere coincidences which render 
the performance of any operation too hazardous. Advice other 
than this no man has a right to give. 

The following table illustrates the results obtained by this 
method of treatment during the year 1910 in the German Hos- 
pital and in the Children’s Hospital of the Mary J. Drexel 
Home. 


Deaths Mortality 


Number of cases of acute appendicitis.............. 315 9 2.85 
SED ISO G osc cS aida eee swns babies Bawsden 235 7 2.97 
Mary J. Drexel Home (Children).............. 80 2 2.5 

Number of cases acute appendicitis, no peritonitis.. 100 o fe) 
Ee Ee eee 80 
Oy F.. SOON TRIE kon dc scsi cccdscceisses 20 

Number of cases appendicitis with peritonitis...... 215 9 4.13 
o£ GE aah Ghana h noes k baws 155 - 4.51 
meety J. Dremel TEOGE cc ccc vavcsccvvcccences 60 2 3.33 

Number of cases with diffuse peritonitis.......... 74 6 8.1 

Number of cases with localized peritonitis........ 66 I 1.51 

Number of cases with serous fluid ................. 39 te) 0.00 

Number of cases indeterminate at operation........ 16 I 6.25 
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A CRITICAL STUDY OF POST-OPERATIVE END RESULTS. 


BY E. MacD. STANTON, M.D., 


OF SCHENECTADY, N. Y. 


CHRONIC appendicitis is a disease ideally suited for su1- 
gical treatment. The operative technic is settled, simple, and 
safe. The postoperative convalescence is rapid and easy, no 
important organs or physiological functions are interfered with 
or disturbed, and the cure in real cases is absolute. 

Kehr has, however, very aptly said that a living patient who 
has received no permanent benefit from an operation is a liv- 
ing, talking, unforgettable advertisement of failure, and any 
considerable proportion of such cases must soon condemn an 
operative procedure, even though the average results obtained 
are considerably better than those reached by other means. 
That the end results in cases operated upon for supposed chronic 
appendicitis have not thus far been altogether satisfactory, is 
attested by the fact that in almost every community there are 
more or less numerous patients who have had their appendices 
removed, with no improvement in their symptoms. This is 
partly accounted for by the fact that chronic appendicitis has 
been the especially selected playground of the amateur sur- 
geon, but there is abundant evidence that a large proportion of 
the uncured patients have left the operating tables of surgeons 
whose standing is unquestionable. 

That in the future these results can be considerably im- 
proved admits of no doubt. Such improvement must come 
largely through careful study of the successes and failures of 
the past, and the investigation upon which this paper is based 
was undertaken with the idea that the knowledge so gained 
might enable us to eliminate a certain proportion of the unsatis- 
factory late results. This study has consisted of a review of 
the literature on the subject, together with a critical analysis 
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of the end results attained by my associate, Dr. C. G. Mc- 
Mullen, and myself in 100 cases operated upon under the 
clinical diagnosis of chronic appendicitis. 


DEFINITION. 


Chronic appendicitis has usually been considered under the 
three following heads: 

1. Recurrent appendicitis, in which the patient suffers from 
well-defined acute attacks with intervals relatively symptom- 
less, the operation being performed to prevent subsequent 
attacks. 

2. Relapsing appendicitis, in which the patient has suffered 
from one or more well-defined attacks, never having recovered 
normal health in the intervals. 

3. Chronic appendicitis, the term including those chronic 
symptom-producing conditions of the appendix, in which 
definite attacks of acute appendicitis have either never occurred 
or at least do not constitute an easily recognizable part of the 
clinical picture. Patients in this class seek relief, not from 
the acute attacks but from the more or less serious gastro- 
intestinal symptoms, pain, or other discomforts due to an 
abnormal condition of the appendix. 

The older literature on chronic appendicitis refers almost 
entirely to interval operations in the recurrent type, but within 
recent years the term has been more and more limited to the 
third class of cases, and it is to this latter type of appendicular 
disease that the present study has been chiefly directed. 


PATHOLOGY. 


Considerable confusion exists in the literature concerning 
the pathological changes found in cases of chronic appendicitis. 
Most writers who have based their opinions chiefly on micro- 
scopical findings without reference to the clinical symptoms 
have dwelt largely upon certain so-called catarrhal changes in 
the appendix, but the writer, in a pathological study of over 
2000 appendices, has been unable to correlate the finer micro- 
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scopical changes with the clinical symptoms in the chronic 
cases. In my own experience the essential pathological 
changes have been studied satisfactorily only at the operating 
table, where all conditions which may interrupt the free drain- 
age of the appendix are open to observation. Almost without 
exception, symptom-producing appendices are associated with 
anatomical conditions interfering directly with the free drain- 
age of the appendix, and as a rule the more permanent the 
occlusion the more constant or frequent the clinical symptoms. 
Conversely, so-called catarrhal appendices without demon- 
strable obstruction have seldom produced clinical symptoms 
referable to the appendix. 

Actual obstructions may be due to cicatricial strictures 
within the appendix itself, or to fecal concretions or other 
solid bodies, or to malpositions of the appendix caused either 
by a short mesentery or by adhesions the result of developmen- 
tal or previous inflammatory conditions. 


SYMPTOMS. 


Probably in no other well-recognized surgical condition 
occurring within the abdomen does the literature show such 
utter confusion regarding the symptomatology. Following 
the paper on “ Appendicitis Larvata”’ published by Ewald 
in 1899, almost every conceivable abdominal ache or pain and 
every imaginable variety of indigestion have been ascribed to 
chronic appendicitis or appendicular dyspepsia. Even as late 
as 1910 we have Moynihan’s article on appendix dyspepsia 
so vaguely written, that, as Bowlby has aptly pointed out, one 
might infer from it that all forms of indigestion are caused by 
the appendix. All of this reminds one of the confusion which 
existed a few years ago concerning the symptomatology of 
gastric and duodenal ulcer, and it is to be hoped that in a few 
years we may have a type picture of chronic appendicitis at 
least approaching in clearness of outline that of duodenal ulcer 
or gall-stones. The recently published study of Graham and 
Guthrie goes far toward clearing up some of the confusion, 
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and their findings correspond quite closely with our experience 
in our cured cases. 

In studying the symptoms of appendicular dyspepsia I have 
made use of two groups of cases: the chronic appendix cases, 
51 in number, in whom the symptoms of indigestion were cured 
by removing the appendix; and a control group of 33 patients 
operated upon for acute appendicitis, but who after operation 
found themselves cured of a long-standing chronic dyspepsia. 
The character of the indigestion was the same in both groups, 
and although individual patients may differ in their description 
of the symptoms, the type picture of the essential features is 
apparently quite constant. 

Many of those operated upon for acute appendicitis state 
that the final attack began like their old attacks of indigestion, 
but that instead of soon letting up the pains grew steadily 
worse, and that before long the telltale right inguinal pain 
was added to the acute indigestion and then followed the diag- 
nosis of acute appendicitis. In studying the symptoms of 
appendicular dyspepsia we must, therefore, bear constantly in 
mind the early symptoms of acute appendicitis. 

Previous Attacks of Acute Appendicitis—Forty-seven out 
of 64 or 73 per cent. of our cured cases give a history of having 
had at some previous date acute abdominal illnesses, usually 
referred to as acute indigestion, gastritis, or bilious attacks, 
but on close analysis presenting the classical picture of an 
acute appendicular illness, namely, rather severe sudden epi- 
gastric, umbilical, or general abdominal pain, soon accom- 
panied by nausea or vomiting, and later followed by pain 
or soreness in the right inguinal region, and a period of partial 
or complete incapacity for work. 

Indigestion.—Of our 64 cured cases, in 51 chronic indiges- 
tion was the chief cause of complaint, and of the remaining 
13, II gave a history of having had attacks of acute indigestion, 
the symptoms of which were interpreted as being really those 
of acute appendicitis. Thus in only two cured cases were the 
symptoms solely those of right inguinal pain, and in one of 
these patients the right tube and ovary were also removed. 
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Pain.—Pain is the most constant symptom of the acute 
attack, but the first pain is only in rare instances referred to the 
right inguinal region. The primary pain is almost always 
located in the epigastrium or mid-abdomen, and it is only after 
some hours or until definite inflammatory changes are well 
advanced in the appendix, that the patient complains of pain in 
the right lower quadrant. Similarly in our cured cases of 
chronic appendicitis, the pain has been almost constantly re- 
ferred to as epigastric or mid-abdominal rather than right 
inguinal. On the other hand, nearly all the patients not bene- 
fited by operation complained of right inguinal pain as one of 
their chief symptoms. 

Graham and Guthrie state that, given attacks of dyspepsia 
accompanied by epigastric pain with radiation to or about the 
umbilicus or lower abdomen, we must hold first and clearly 
to appendicular disturbance, and this statement agrees perfectly 
with our experience. We may call this pain a pylorospasm, 
or we may account for it as best suits our fancy, but it is 
apparently analogous to the early pain of the acute appendix 
attack, and its presence in real cases of chronic appendicitis 
is so constant that its absence in the history of a suspected 
case should lead to a grave doubt as to the accuracy of the 
diagnosis. Such attacks of epigastric or mid-abdominal pain 
or distress were present in over 96 per cent. of our cured cases. 

Epigastric or mid-abdominal pain is also a prominent 
symptom in a number of other abdominal diseases, but a care- 
fully analyzed history will allow of a differentiation in most 
cases, 

In gastric and duodenal ulcer we have a clean-cut regu- 
larity in the symptoms not observable in appendicular dys- 
pepsia. In ulcer, before secondary complications have inter- 
vened, the intervals between the attacks are free from symp- 
toms, and during the attack the pain comes on at a regular 
interval after each meal. Food gives temporary relief and 
alkalies are similarly effectual. Later, as complications inter- 
vene, much of this regularity is lost, but the early history is 
always attainable and the onset of complications is usually 
accompanied by evidences of food retention. 
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In gall-bladder disease we have the sudden onset and 
almost equally sudden relief, with the characteristic radiation 
of the pain, or in the absence of real pain we may have the 
sudden attacks of gaseous pressure relieved by belching, slight 
vomiting, or regurgitation. The patient as a rule notices no 
definite relation to food intake, the periods of disability are 
usually short, and the intervals are, as a rule, free from symp- 
toms except as regards hyperacidity in some cases. 

In chronic constipation the distress or pain is of a diffuse 
character, with areas of special intensity corresponding to 
points along the colon. Increase of pain or distress is directly 
referable to the degree of constipation, and the trouble is 
temporarily relieved by catharsis. 

In enteroptosis the pain varies greatly in individual cases, 
bears a definite relation to fatigue, and gas is associated with 
the characteristic physical type and neurasthenic tendencies. 

In appendix dyspepsia the first pain of an attack may come 
on without warning or may follow an indiscretion in diet, 
but during the subsequent period of disability, food intake is 
regularly associated with an increase of distress or pain. The 
pain is irregular as to time of onset and may appear any time, 
from a few minutes to an hour or more after eating, and may 
be manifested only as a peculiar epigastric distress, or attacks 
of quite severe abdominal pain may be followed by days or 
weeks in which the patient is afraid to eat because each meal 
is liable to be followed by a peculiar, tenacious distress of such 
a nature as to convince both the patient and the examining 
physician that there is something definitely wrong at some point 
in the intestinal canal. 

Nausea.—Next to the pain and epigastric distress, nausea 
has been the most frequent symptom in our cured cases. As 
the pain increases in severity, nausea becomes a prominent 
symptom, and with painful attacks approaching in intensity 
the pain of acute appendicitis, nausea and vomiting become 
the rule. While actual vomiting is confined largely to the 
more severe painful attacks, nausea seems to be far more com- 
mon than in gastric ulcer or gall-stones; nausea is the rule 
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during the height of the attacks, and frequently is the most 
constant and distressing symptom complained of by the patient. 
Ochsner has called attention to the fact that this symptom is 
especially frequent in cases where the appendix contains a large 
fecal concretion. 

Constipation. Most writers have spoken of constipation 
as one of the chief symptoms of chronic appendicitis, but in 
our cured cases constipation has not been more prevalent than 
in the ordinary run of office patients, and removal of the 
appendix has had no constant effect upon this condition. As 
will be noted later, a large group of uncured patients with pain 
in the right lower quadrant suffered from chronic constipation, 
and neither the pain nor the constipation was benefited by 
removing the appendix. Several patients who sometimes had 
spells of sudden diarrhoea, following soon after the onset of 
their painful attacks, were cured of the diarrhoea after removal 
of their appendices, a fact previously noted by Ewald and 
others. 

Gas.—In our earlier records, gas and distress are often 
used without special differentiation, but we have come to realize 
that in chronic appendicitis the distress usually bears no particu- 
lar relation to gas, and although discomfort from gas makes 
up part of the general picture, it is a far more characteristic 
feature of our uncured than of our cured patients. 

A ppetite—The appetite often fails during the height of the 
attack, but for the most part our histories in the cured cases 
record the fact that the appetite is good but the patient is often 
afraid to eat because of the subsequent distress. 

Taking the 64 cured patients as a group, we are at once 
struck by the fact that 62 complained of attacks of epigastric 
or mid-abdominal pain or distress. Forty-seven stated that 
they had one or more attacks in which the primary pain and 
nausea were also accompanied by pain or soreness in the right 
lower quadrant, a fact which aided materially in the diagnosis, 
but even in these patients the subjective symptoms directly 
referable to the region of the appendix constitute but a minor 
part of the total discomfort. On the other hand, our uncured 
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patients almost without exception complained of pain in the 
right lower quadrant as their chief symptom. 

It is altogether probable that the symptoms of so-called 
appendiceal indigestion are caused by the same abnormal con- 
dition which is the predominating factor at the onset of the 
acute attack, namely, an obstruction interfering with the free 
drainage of the appendix, and that as long as the lesion remains 
a mechanical one the pain or discomfort is referred to the mid- 
abdominal region. On the other hand, it is a well-known fact 
that, with the onset of active inflammatory changes in the 
appendix, we have pain subjectively referred to the region of 
the appendix. In those who escape the acute inflammatory 
attacks, the subjective symptoms may be entirely referred to 
the epigastrium or mid-abdominal region, but, in the majority 
of patients, occasional attacks will probably lead to active 
inflammatory changes in the appendix and an accompanying 
pain or soreness in the right lower quadrant. 

Gall-stones.—FPreviously undiagnosed gall-stones were 
found in three men and one woman operated upon for chronic 
appendicitis. Cholecystectomy in addition to the appendec- 
tomy resulted in a cure in each case. All of these patients had 
definitely diseased appendices, but when the histories were 
again taken after the operation, it was found that in each, the 
gall-bladder had undoubtedly been responsible for its share 
of the symptoms. This error in diagnosis is of little practical 
importance, provided the gall-bladder is routinely examined 
each time the abdomen is opened. 

Uncurep Cases.—Our uncured cases, 36 in number, may 
be divided into several well-defined groups, a study of which 
will, I believe, illustrate some of the errors frequently made by 
both the surgeon and general practitioner. 

Movable Caecum Group.—This is the largest group and 
comprises 16 cases, all of whom were characterized at opera- 
tion by a long, movable cecum without any very definite 
changes in the appendix. Although before operation the en- 
teroptosis had not been clearly recognized, a re-examination 
after operation shows that the majority of them belong to the 
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physical type so commonly associated with Glénard’s disease. 
None of these patients was permanently benefited by the opera- 
tion, although nearly all of them were apparently much bene- 
fited for a few weeks or months, a fact probably accounted for 
by the enforced rest and careful diet incident to the operation 
and convalescence. 

Viewed as a group, the histories differ strikingly from 
those of the cured cases. Previous attacks with symptoms 
corresponding to acute appendicitis are mentioned in only two 
histories, while in none of the patients in this group was epi- 
gastric or mid-abdominal pain a prominent feature. On the 
other hand, pain in the right lower quadrant was the ever- 
present symptom which induced these patients to seek surgical 
relief. Chronic constipation is usually associated with the 
pain, and gas is a far more noticeable symptom than in the 
cured cases. Fatigue is often given as a cause of increased 
pain. 

During the past two years Wilms, Wiemann, and Stierlin, 
in Germany, and Cheinesse, in France, have each published 
papers dealing with the movable cecum in its relation to the 
diagnosis of chronic appendicitis, and Wilms has devised a 
most ingenious method for fixing the cecum, by means of 
which he claims to have had excellent results. Stierlin, in 
an exhaustive paper on the subject of movable cecum, has 
recently reported the end results in 43 cases operated by 
Wilms, with 75 per cent. of complete cures, a number of the 
cured cases having previously had their appendices removed 
without benefit. In the older literature on this subject, we find 
Edebohls, who believed that 80 or more per cent. of movable 
kidneys were associated with symptoms of chronic appendicitis. 
Also the paper of Blake, who shows that a movable cecum may 
be the cause of real appendix trouble. 

Lane has recently called attention to certain adhesion- 
like bands, which may be present in these cases and cause 
symptoms by obstructing the ileum close to the caecum. The 
real importance of Lane’s kink, which has recently attracted 
considerable attention, has not yet been determined, but the 
possibility of its presence should always be borne in mind. 
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No especial difficulty should be encountered in properly 
diagnosing this class of cases, provided one bears in mind the 
absence of any previous well defined appendix attacks, together 
with the absence of epigastric pain or distress as a prominent 
symptom, and gives due considerat‘on to the chronic constipa- 
tion and the objective evidences of enteroptosis and dilated 
czecum. 

Kidney Lesions.—Three men in our series not cured by 
appendectomy subsequently developed typical attacks of renal 
colic, and it is possible that renal obstruction may have been 
a cause of symptoms in several of the uncured women. A 
careful history, aided by the X-ray and the cystoscope in all 
suspicious cases, should make a differential diagnosis between 
kidney and appendix lesions possible in most instances. It 
is a fact, however, that in the past a very large proportion of 
patients suffering from intermittent hydronephrosis have had 
their appendices removed without benefit, and it is only by 
the most conscientious use of all diagnostic aids at our com- 
mand that we can hope to escape similar errors in the future. 

Psoas Spasm.—Two patients not cured by appendectomy 
apparently suffer from some lesion involving the psoas muscle, 
the trouble being associated with painful contractures of the 
right psoas which can be readily palpated in each case. In 
these patients the pain is chiefly related to muscular exertion, 
and flexion and adduction of the right thigh gives partial relief. 
Operation was undertaken with the idea that an adherent 
appendix might be the cause of the trouble, but no lesion of 
the appendix was found in either case. 

Hysteria.—Two uncured patients developed typical symp- 
toms of hysteria soon after operation. If we bear constantly 
in mind the possibility of this error very few mistakes should 
be made. It must of course be borne in mind that appen- 
dicitis may be the existing cause of hysteria. 

Tuberculosis of Mesenteric Lymph-nodes.—Tuberculous 
mesenteric lymph-nodes were found in one case in which the 
appendectomy did no good, but the positive diagnosis made 
possible by the laparotomy was of sufficient value to justify 
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the operation, and under very rigid hygienic treatment, this 
patient has remained in good health since the operation. 

Miscellaneous.—In twelve patients the symptoms still com- 
plained of are of such indefinite nature as to leave the diag- 
nosis in doubt. Appendectomy undoubtedly benefited several 
of these patients, but they still consider themselves far from 
cured. 


SUMMARY. 


1. The majority of patients suffering from chronic appen- 
dicitis give a history of having had one or more attacks of 
acute abdominal illness, with a sequence of symptoms recogniz- 
able as those of an acute appendix attack, namely, sudden 
severe abdominal pain, usually beginning in the epigastrium 
or mid-abdomen, accompanied by nausea and vomiting and 
followed by a period of pain and tenderness in the right lower 
quadrant. 

2. In our experience appendiceal dyspepsia has been char- 
acterized by symptoms strikingly analogous to the earliest 
symptoms of acute appendicitis, namely, attacks of epigastric 
or mid-abdominal pain or distress only rarely accompanied by 
subjective symptoms referable to the region of the appendix. 
During those attacks the pain or distress is nearly always 
increased by food intake. 

3. Pain confined chiefly to the right lower quadrant and 
not associated with attacks of epigastric pain and nausea is 
seldom due to the appendix, and before making a diagnosis 
cf chronic appendicitis in these cases every other possible condi- 
tion should be excluded. 

4. The majority of our failures have been in patients 
complaining of right inguinal pain associated with chronic 
constipation. At operation these patients have presented an 
unusually long or dilated cecum, usually accompanied by 
other evidences of enteroptosis. In the future a certain pro- 
portion of these patients may -be cured by some such operation 
as that advocated by Wilms, but appendectomy alone does not 
cure. 
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5. Unless the diagnosis is absolutely certain, the gall- 
bladder, stomach, and right kidney should be explored, and 
the possibility of a Lane’s kink excluded in all cases operated 
upon for chronic appendicitis. 
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SOME OBSERVATIONS UPON THE SURGERY OF 
THE URETER.* 


WITH A BRIEF REPORT OF THIRTY-ONE CASES. 


BY GEORGE EMERSON BREWER, M.D., 
OF NEW YORK, 


Surgeon to Roosevelt Hospital. 


THE development of surgery of the ureter was made 
possible by the introduction of the cystoscope and ureteral 
catheter. Before the employment of these aids to diagnosis, 
pathological conditions of the ureter were rarely recognized, 
and their symptoms generally attributed to lesions of the 
kidney or bladder. 

While the first crude instruments devised to obtain knowl- 
edge by direct inspection of the bladder mucosa and ureteral 
orifices served to awaken the interest of the profession in 
ureteral disease, it was not until 1891, when the catheterizing 
cystoscopes of Nitze and Casper were introduced, that a sys- 
tematic study of the lesions of the ureter was undertaken. 

During the past twenty years much has been added to our 
knowledge of these conditions, and many operative procedures 
have been devised and practised for their relief. 

While the number of diseased conditions of the ureter 
requiring relief by surgical operation is limited, and while few 
surgeons have acquired a large experience in these procedures, 
still at the present time it may be stated, that most surgeons 
are encountering an increasing number of these operations; 
and, for this reason it seemed to the writer, that the present 
meeting of the society might with profit be devoted to a dis- 
cussion of the various procedures employed in treating some 
of the more common conditions, which would be mutually 
helpful. 


* Read before the New York Surgical Society, March 22, 1911. 
827 








B08 GEORGE EMERSON BREWER. 


With a view to opening this discussion, I will give a brief 
review of the methods I have employed and the results obtained 
in the few cases of ureteral disease that have fallen under my 
personal care, in the hope that I may glean from your dis- 
cussion facts which will enable me in the future to avoid some 
of my earlier mistakes. 

In reviewing my case histories, I find that I have records 
of 31 patients presenting symptoms of ureteral lesions, in 
which operations were undertaken or seriously considered. 
The actual number of operations performed by me for the 
relief of the ureteral lesions or their sequele was 34. This 
does not include a number of operations performed without 
relief by other surgeons before the patients came under my 
care. Several of these patients presented more than one lesion. 

The cases may be classified as follows: congenital mal- 
formations, 2; traumatic rupture, 1; ureteral fistulz, 4; strict- 
ures due to aberrent arteries, 2; strictures due to inflammatory 
exudates, 3; strictures due to faulty implantation into renal 
pelvis, 1; ureteral calculus, 17; symptoms and signs of ureteral 
calculus, no stone found at operation, 3. 


CONGENITAL MALFORMATIONS. 


Case I.—The patient was a young man, twenty-eight years 
of age, who complained of two attacks of right-sided colic lasting 
several hours; blood and albumin in the urine, tenderness in the 
right renal region. 

X-rays showed small, clearly defined shadow just below right 
kidney. On operation the following conditions were revealed: 
(1) aberrent renal artery leading to upper pole, rendering deliv- 
ery of the kidney extremely difficult; (2) a thin-walled perirenal 
cyst, which was ruptured during the manipulations necessary to 
effect delivery of the kidney; (3) double renal pelvis and ureter, 
which, however, fused about four inches below the kidney; (4) 
hydronephrosis of upper pelvis and ureter, lower pelvis and 
ureter normal. 

Upper pelvis opened and calices explored, with negative 
result. Small hard body palpated in upper ureter just above its 
junction with lower tube. On exploration this was found to be 
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a soft calculus, which was removed. Ureter catheterized and 
found to be patent. Ureteral wound closed, kidney replaced, and 
abdominal wound partly closed by layer suture and drained. The 
operation was exceedingly difficult, long, and accompanied by 
considerable shock. 

Patient complained of severe constant pain for fourteen days, 
accompanied by an irregular temperature, progressive asthenia, 
and signs of infection of the kidney. It was finally decided to 
reopen the wound for exploration. A large cedematous kidney 
was found which was the seat of numerous septic infarcts. 
Nephrectomy, followed by prompt recovery. 

Case II—A boy, aged twenty years, was referred to the 
writer by Dr. W. H. Murray of Plainfield, suffering from a 
urinary fistula in the right inguinal region. Several months 
before this he had been operated upon for supposed acute appen- 
dicitis. The operation was a difficult one and associated with 
considerable hemorrhage, necessitating the use of numerous 
clamps, some of which were left temporarily in the wound. 
After rather a stormy convalescence, urine was observed to flow 
from the wound in considerable quantity. One or two subsequent 
efforts were made to close the fistula but without result. On 
examination, a scar of the previous operations was found in the 
right inguinal region, in the centre of which was the opening 
of the fistulous tract, which on probing was found to lead back- 
ward and toward the median line. Here on carefyl palpation 
there could be felt a mass which seemed to be a rather small, 
malformed ectopic kidney. 

Cystoscopy and ureteral catheterization by Dr. Osgood demon- 
strated normal urine from the left ureter. The ureteral catheter 
could only be passed a short distance into the right ureter, and 
from this no urine could be obtained. 

Under ether anzsthesia an incision was made to the outer 
side of the original scar dividing the several layers of muscle 
until the peritoneum was reached. This was slowly reflected 
from the iliac fossa until the outer edge of the misplaced kidney 
could be felt and seen. As a dense mass of adhesions now seemed 
to bind the skin and various intraperitoneal structures to the 
kidney, further attempts to expose it by this route seemed unwise, 
as the location of the vessels entering the organ could not be 
determined. The peritoneal cavity was next opened by a median 
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incision and the free intestines packed off with large masses of 
handkerchief gauze. It was then found that the cecum and 
several adherent loops of small intestine apparently surrounded 
the fistulous tract, which communicated with the upper part of 
the ureter. A median incision was next made in the parietal 
peritoneum covering the great vessels, and this was gently re- 
flected from the median line until the kidney was finally exposed. 
Several large vessels were seen passing from the aorta and right 
iliac vessels to a cleft on the anterior surface of the kidney. 
These were secured and divided. After this, with one hand in 
the external wound and the other in the median incision, the 
kidney was with great difficulty separated from the overlying 
adherent intestines and removed. The parietal peritoneum was 
then replaced and sutured, both wounds were united by layer 
suture, and the fistulous tract packed with formalin gauze. 
His convalescence was prompt and uneventful. 


INJURY. 


Case III.—My case of traumatic rupture of the ureter oc- 
curred in a young man who had been crushed in a railway acci- 
dent, resulting in fracture of the pelvis. When first brought to 
the hospital, he was catheterized and clear urine withdrawn. 
Later expressing a desire to urinate, he passed a small amount 
of dark red fluid which contained numerous blood-cells. Just 
before operation he was again catheterized, and clear urine again 
withdrawn. 

On operation there was found a bilateral fracture of the pelvic 
brim, with laceration of the internal iliac vessels and a complete 
rupture of the ureter on the right side. As the patient was 
moribund, an attempt was made only to arrest the hemorrhage 
by gauze packing. He died shortly after leaving the table. 

The case is of interest only in illustrating the cause of his 
intermittent hematuria. 


FISTULZ. 


Case 1V.—Abdominal hysterectomy by a colleague. Acci- 
dental division of the right ureter. An attempt subsequently 
made by the same surgeon to implant proximal portion into 
bladder. As this was unsuccessful, a second operation succeeded 
in implanting it into upper portion of vagina. Abdominal sinus 
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healed but patient suffered greatly from irritation of vulva 
and thighs, from constant contact with urine. 

After consultation it was decided to advise nephrectomy, 
which was successful with complete restoration to health. 

Case V.—Hysterectomy by the writer for carcinoma which 
surrounded right lower ureter. Ureter implanted into vault of 
vagina. 

Recovery from hysterectomy, followed by ascending infection 
of right kidney. Chills, fever, delirium, and great prostration. 
Complete recovery after nephrectomy. Patient died the follow- 
ing year from recurrence. 

Case VI.—The ureteral fistula following operation for acute 
appendicitis in iliac kidney reported above under Congenital 
Malformations (Case II). 

Case VII.—Operation by colleague for pelvic infection on 
right side. This was followed by an abundant flow of urine from 
iliac wound, which had been drained. Patient in rather poor 
condition from prolonged sepsis. Advised no operation, but 
measures to insure free drainage. Sinus finally closed by granu- 
lation, the patient making a complete recovery. 

STRICTURE. 

Case VIII.—Female, aged twenty-five years. For two years 
has experienced attacks of severe right-sided pain, with swelling 
in the flank, often accompanied by nausea and vomiting. No 
fever, no hematuria, no frequency in urination. X-rays nega- 
tive. At operation, kidney pelvis was found moderately dis- 
tended, with the ureter implanted at its upper extremity and 
acutely kinked. A large diamond shaped section of the posterior 
wall of the pelvis was removed and the wound closed with a fine 
catgut continuous suture, reinforced by a layer of the fibrous 
capsule of the kidney, which was stripped from the organ and 
sutured over the wound in the pelvis. She made a rapid and 
satisfactory convalescence. No leakage. Primary union of the 
wound. Patient well one year later. 

Case IX.—An unmarried female, aged twenty-nine years. 
Suffered for twelve years from recurrent attacks of severe left- 
sided renal colic, with swelling of the flank. Duration of the 
attacks from a few hours to four or five days. Patient greatly 
emaciated by prolonged suffering. Renal tumor distinctly felt, 
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which was as large as an egg-plant and exquisitely tender. No 
fever, moderate hematuria on one or two occasions. 

On operation, kidney found displaced downward. Renal 
pelvis greatly distended. Dense vascular band extending from 
lower pole of the kidney to aorta (and aberrant renal artery). 
This band caused a constriction of the dilated pelvis, forming an 
hour-glass tumor with distortion of the ureteral implantation and 
obstruction of the tube. The band was divided between two 
ligatures, and the fluid contents of the pelvis evacuated by mod- 
erate compression. The kidney was pushed up into its nermal 
position, which served to straighten the ureter, and the organ 
firmly anchored in place. The wound healed kindly, but the 
patient was never free from pain, and several weeks later had a 
severe attack, with the development of a large renal tumor. 
Nephrectomy was followed by complete relief. Examination of 
the specimen showed great thickening of the ureter at the point 
of previous pressure. 

Case X.—A man, thirty-four years of age, suffered for several 
months from right-sided attacks of typical renal colic. When 
examined during an attack there was tenderness and an abnormal 
fulness in the right flank. X-ray negative. Cystoscopy and 
ureteral catheterization revealed no calculus. 

On exploring the kidney by a lumbar incision a dense vas- 
cular band (aberrant artery) was found passing from the lower 
pole of kidney, compressing the ureter. This was divided between 
two ligatures and the compressed ureter freed. The kidney was 
fixed in its normal position, and the wound closed. The conva- 
lescence was somewhat delayed by severe pain and moderate 
fever occurring several days after operation, probably due to a 
mild attack of septic infarcts. This subsided promptly, and the 
patient left the hospital well one month from the date of the 
operation. Six months later patient free from recurrence. 

CasE XI.—Female, aged twenty-six years. Pain in right 
inguinal region for several months. Appendix removed without 
relief. Pain paroxysmal, radiating from kidney to groin. Micro- 
scopic blood in urine. Cystoscoped. Ureteral orifices normal. 
Right ureteral catheter meets obstruction near kidney pelvis. 
X-rays show faint shadow just above posterior spine. Ureter 
explored by longitudinal incision in flank. Marked angulation 
caused by inflammatory band. This was removed, the ureter 
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opened, and bougie passed upward to kidney and downward to 
bladder. No further obstruction encountered. Wounds closed. 
Primary healing. Patient reported well five years later. 

Case XII.—Male, aged forty years. History of operation for 
vesical calculus twenty years ago. For past four years has 
suffered from left-sided colic, which has become more frequent 
during past three months. Pain very severe, radiating to groin. 
Cystoscoped, urine from left kidney blood stained, and from 
right clear. X-rays showed round shadow near transverse process 
of fourth lumbar vertebra, which corresponded to point of greatest 
tenderness to pressure. Ureter and kidney explored, no stone 
found; only inflammatory thickening around pelvis of kidney, 
and upper part of ureter. Ureter freed from surrounding adhe- 
sions. Wound closed with fine chromic sutures. Lumbar incision 
united by layer suture. Recovery. 

Case XIII.—Male, forty-two years of age. Several attacks 
of left-sided colic with soreness and general discomfort in the 
flank and inguinal region most of the time. Has felt feverish 
at times. No blood or pus in the urine. 

X-ray gave indefinite shadow over region of lower ureter 
near bladder. Cystoscopy revealed patent right ureter with 
abundant flow of urine. Left orifice pouting. No efflux after 
indigo carmine for one hour. Catheter could not be introduced. 

An incision eight inches in length was made parallel to 
Poupart’s ligament from a point two inches above the anterior 
superior spinous process. The muscles were divided until the 
retroperitoneal tissue was reached. The peritoneum was retracted 
toward the median line and a thickened and dilated ureter 
exposed, which was followed downward over the brim of the 
pelvis. When near the bladder dense adhesions were encountered, 
surrounding the lower inch of the canal and constricting it to a 
thin, dense, fibrous cord. With extreme difficulty these adhesions 
were separated from the impervious extremity of the ureter until 
its junction with the bladder was recognized. As the hemorrhage 
was troublesome, the wound was many times irrigated with hot 
salt solution and packed with gauze. 

During manipulations undertaken to palpate the vesical wall, 
with the hope of finding a stone in the intramural portion of the 
ureter, the small fibrous extremity was torn from the bladder. 
A drop of pus slowly oozed from the minute opening in the 


29 








834 GEORGE EMERSON BREWER. 


proximal portion of the tube, which was quickly clamped. As 
there was no efflux from the bladder stump, the ureter was 
brought outside of the wound, the small fibrous extremity cut 
off, and a large amount of foul-smelling pus evacuated. The 
bladder was next emptied, and a sound introduced and pressed 
firmly against the left posterior wall. A small incision was made 
into the viscus at this point, and the free extremity of the ureter 
drawn into the bladder and sutured by the Van Hook method. 
The wound was then very carefully disinfected and closed by 
layer suture ; a large cigarette drain remaining in the lower angle, 
which extended to the retroperitoneal space in the bottom of the 
pelvis. No reaction followed the operation. The entire wound 
healed primarily without leakage of urine. 
CALCULUS CASES. 

Case X1V.—Boy of fourteen years entered Roosevelt Hos- 
pital suffering from pain over the appendix region and marked 
tenderness at McBurney’s point. Indefinite history of fever 
with previous attacks. 

Diagnosis of chronic appendicitis. Normal appendix removed. 
Re-entered hospital several months later with large hydronephro- 
sis. Kidney removed. Ureteral sound passed into ureter and 
arrested near bladder. Several months later patient again entered 
hospital with impacted oblong calculus in posterior urethra. 
This was removed by perineal section, with complete and per- 
manent relief. 

CasE XV.—Young negro entered Roosevelt Hospital suffer- 
ing agonizing pain near McBurney’s point. No fever, no mus- 
cular rigidity except during height of attack. History of many 
similar attacks during past six months. Right kidney had been 
explored in another hospital. 

On the advice of one of the older surgeons, I removed a 
normal appendix with complete relief of symptoms for several 
weeks. The attacks, however, returned, and after a number of 
examinations I detected a few red blood-cells in a specimen of 
urine passed immediately after a particularly severe attack. No 
X-ray or cystoscopy available at that period. 

Believing that we had to do with a calculus somewhere in 
the right urinary tract, the right kidney and upper third of the 
ureter were exposed by a long lumbar incision. The kidney 
appeared normal, but a small calculus was detected lodged in 
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the upper part of the ureter just below the pelvis. The ureter 
was opened by a longitudinal cut, the stone removed, and the 
ureteral incision closed by three or four fine chromic catgut 
sutures. He made an uninterrupted recovery. 

Cas—E XVI.—Male, aged thirty-four years. Suffered from 
right-sided renal colic for twenty-six years. Hzematuria and 
pyuria present. Right kidney explored for stone, with negative 
result, six months before admission. X-ray examination showed 
dark shadow near spine of ischium. Ureteral orifice everted, 
catheter arrested in lower ureter. Operation, eight inch incision 
parallel to Poupart’s ligament ; external oblique aponeurosis split ; 
internal oblique and transversalis muscles divided transversely. 
Peritoneum separated from iliac fascia and right side of pelvis. 
Stone felt near ischial spine. Ureter much thickened and dilated 
above calculus, which was pushed upward to brim of pelvis. 
Longitudinal incision in ureter, irregular mulberry stone removed. 
Ureteral wound closed by five chromic catgut sutures, muscles 
united by plain gut. Cigarette drain to retroperitoneal space. 
Skin united with silkworm gut. Primary union. No leakage 
of urine. 

Cas—E XVII.—Male, aged forty-nine years. Suffered from 
right-sided colic and frequent micturition for two or three years. 
X-ray showed oblong shadow near vesical end of right ureter. 
Cystoscopic examination showed eversion and cedema of right 
ureteral orifice. Ureter exposed by same incision as in’ previous 
case. Calculus felt at junction of bladder. Ureter opened near 
pelvic brim for exploration with metal probe. Attempt to push 
calculus upward to ureteral wound unsuccessful. Second open- 
ing over stone, which was easily removed. Both ureteral open- 
ings sutured with fine chromic catgut, the lowermost with con- 
siderable difficulty. Wound closed. Primary healing. 

Case XVIII.—Female, aged forty-three years. Suffered from 
attacks of left-sided pain for sixteen years. Has had left ovary 
and tube removed, kidney and ureter explored, and ventral hernia 
operated upon without relief. Blood and pus in urine. X-ray 
examination showed small distinct shadow at vesical end of 
ureter. Bladder opened above pubis. Probe introduced into left 
ureter. Stone felt one-half inch above meatus. Ureteral orifice 
enlarged and stone removed by forceps. Suprapubic wound 
closed. Frequent catheterization. Primary union and complete 
recovery. 
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Case XIX.—Female, aged forty years. Left-sided colic for 
eighteen years, becoming more frequent and severe for last 
eighteen months. Slight hematuria and frequency. Cystoscopic 
examination. Ureteral orifice puffy. Ureteral catheter meets 
slight obstruction at seven inches, which is, however, easily over- 
come, and passed to pelvis of kidney. X-rays show distinct 
shadow near pelvic brim. Ureter explored in usual manner. 
Stone felt just below brim, easily pushed upward to dilated 
portion of ureter, and removed through longitudinal incision. 
Wounds closed in usual manner. Complete healing under first 
dressing. 

CasE XX.—Male, forty years of age. Several attacks of 
severe left-sided colic radiating from kidney to groin and testicle. 
Duration three weeks. No frequency, no fever, slight hamaturia. 
X-ray shows angulated shadow over upper third of left ureter. 
Ureteral catheter obstructed at this point. Ureter exposed in 
loin by lumbar incision, longitudinal opening through which cal- 
culus was removed. Ureteral wound sutured with fine chromic 
catgut. Abdominal wound closed in usual manner. Primary 
healing. 

CasE XXI.—The patient whose history was presented as 
Case I under Congenital Malformations. 

CasE XXII.—Male, fifty-five years of age. Exceedingly 
obese, suffered from severe left-sided abdominal pain, with 
nausea, vomiting, and great prostration. Bowels constipated, 
and no effort on the part of the attending physicians to produce 
a movement had been successful. The abdomen became dis- 
tended, and his condition became critical. I saw him in consul- 
tation in the country, where cystoscopy and radiography were 
out of the question. The diagnosis rested between renal colic 
and intestinal obstruction. The size of the patient and his 
extreme tenderness and restlessness prevented our obtaining any 
reliable data from the physical examination. 

Under ether anesthesia, the abdomen was explored with 
negative result, but a large renal tumor was appreciated by the 
examining hand within the peritoneal cavity. The abdominal 
wound was closed and an enormous hydronephritic kidney 
exposed by a lumbar incision. This was opened and drained 
through the cortex, with complete relief of symptoms. The 
sinus persisted for several weeks, with more or less pain at inter- 
vals over the lower ureter. Finally after a particularly severe 
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pain, the discomfort entirely disappeared and a small calculus was 
passed the next day. After this the urinary fistula quickly closed, 
and the man regained his usual health. 

Case XXIII.—Female, twenty-two years of age. For two 
years patient has had attacks of severe right-sided pain shooting 
along the course of the ureter to the pelvis. Occasional vomiting. 
Thinks she has noticed red urine. Occasional attacks milder in 
character and accompanied by moderate fever. Physical exam- 
ination practically negative. X-rays show small definite shadow 
near right kidney. Cystoscopy: both ureteral orifices moderately 
cedematous. Both ureters catheterized. Only small amount of 
purulent urine from right, abundant flow from left. Indigo 
carmine appeared in twelve minutes. 

Kidney and upper ureter exposed by lumbar incision. Small, 
round, and irregular calculus in upper ureter. This was removed 
through the usual longitudinal ureteral incision, which was sub- 
sequently closed with fine chromic catgut sutures. Primary 
union. Complete recovery. 

CasE XXIV.—Male, aged thirty-five years. Severe attacks 
of right-sided renal colic for several months. Intermittent attacks 
of fever and frequent micturition. Record fails to give urinary 
analysis or result of physical examination. X-rays show small 
shadow near bladder. Cystoscopy: left ureteral orifice normal ; 
right, typical “ golf hole” appearance. Abundant flow of normal 
urine from left catheter. Right ureter could not be catheterized, 
but small stream of thick pus was seen to exude from meatus. 

Lower ureter exposed by long iliac incision, followed down to 
point near its junction with blader. At this point the calculus 
was encountered and removed by a longitudinal incision. Ure- 
teral wound united with fine chromic catgut sutures. Muscles 
and skin separately sutured. Cigarette drain to retroperitoneal 
space. Primary healing. 

CasE XXV.—Male, sixty years of age. Fifteen years ago 
noticed soreness in left groin, which increased in severity, became 
stabbing in character, and radiated to left testicle. These attacks 
continued until three years ago, when he passed several small 
fragments of stone. Temporary relief followed but was suc- 
ceeded by more pain; tenderness over kidney and ureter, fre- 
quency of micturition, rectal tenesmus, and the passage of mucus 
with the stool. X-rays show small shadow near ureteral implan- 
tation into bladder. Cystoscopy: abundant flow of normal urine 
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from right ureteral orifice, only small amount of pus from left. 
Right ureteral orifice normal; left pouting; intravesical portion 
of ureter swollen and projecting into bladder. Catheter easily 
passed to right kidney, but could not be introduced into left. 

Under ether anesthesia left lower ureter exposed by long 
inguinal incision. Ureter found dilated with retained urine. 
Ureter followed to bladder. Considerable induration at point of 
implantation, but no stone could be detected. Incision extended 
transversely across bladder region just above pubis. Bladder 
opened and stone easily palpated in intramural portion of the 
bladder. Incision made through bladder mucosa into ureter, and 
stone removed. Bladder wall united; abdominal incision sutured 
in usual manner, perineal drainage of bladder. Primary union. 
No leakage from bladder. Patient has since passed small frag- 
ments of stone with only slight discomfort. 

CasE XXVI.—Female, fifty-five years of age. History of 
several attacks of right-sided renal colic, followed by a severe 
attack, with fever, chills, and some sweating. When first seen 
by the writer there was easily palpated a large, tender, kidney- 
shaped mass in the right flank. As the patient was passing the 
summer in the country, no cystoscopy or X-ray examination was 
made. The patient was immediately prepared for operation. 

On exposing the kidney by a long lumbar incision, its pelvis 
was seen to be distended with pus, the parenchyma highly con- 
gested and cedematous. A large opening was made through the 
cortex, and about 500 c.c. of thick, foul-smelling pus evacuated. 
About four inches below the kidney the ureter was found to be 
completely occluded by a large oval calculus. This was removed 
by a longitudinal incision in the walls of the ureter, which was 
then probed and found to be patent. No effort was made to 
suture the ureteral wound on account of the acute infection. The 
parietal wound was partly closed with adequate drainage, and 
the patient made a slow but complete recovery. 





In addition to the thirteen cases in which stone was found 
and removed from the ureter, the writer has observed a large 
number of others in which stones in the ureter, suspected by 
the symptoms, were demonstrated by the X-rays, cystoscopy, 
or ureteral catheterization, and were subsequently passed. I 
will refer to but three of these. 
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Cas—E XXVII.—A man of forty-eight years, who had a small 
stone arrested in the lower part of the leit ureter. There was a 
history of three or four attacks of severe left-sided colic during 
the preceding eighteen. months. When he entered the hospital 
there was moderate paroxysmal pain, tenderness one inch above 
the external inguinal ring, and some frequency of urination. 
Urine contained a moderate amount of blood. X-ray examination 
showed small oblong stone in lower segment of left ureter. I 
advised against operation for the reason that at that time I had 
had no experience in operations on the lower ureter, and regard 
the procedure as more dangerous than expectant treatment. He 
drank copiously of Poland water and expelled his stone at the 
end of four or five days. 

CaseE XXVIII—A man, thirty years of age, entered the hos- 
pital suffering from severe right-sided renal colic. Cystoscopic 
examination revealed a stone arrested in the right ureteral orifice. 
While being prepared for operation the stone was expelled, with 
complete disappearance of symptoms. 

CasE XXIX.—The history of this case, occurring as it did 
in a member of our house staff, is reported somewhat in detail, 
because it furnishes an absolutely accurate statement of the 
sensations experienced by an individual suffering from an arrested 
calculus in the lower ureter, together with the signs observed 
and immediately recorded by a colleague who was in constant 
attendance. 

Previous to initial symptoms there had been no indication 
whatever of renal or vesical trouble. However, in the three or 
four months preceding attack there had been occasional twinges 
of pain in right lower quadrant. They were not severe, occupied 
but the fraction of a second, and were not considered seriously. 

On February 3, about 11.30 A.M., patient experienced pain 
on right side of glans which lasted about one-half hour. It was 
definitely localized just behind corona, and might be well described 
as a sensation produced by the moderate pressure of a pencil 
point against the mucous membrane. So localized was this pain 
that the patient referred it to some slight traumatism, but on 
examination found nothing to account for it. About one hour 
later (at least one and a half hours after this pain disappeared), 
several drops of bright red blood were noticed at the end of 
micturition. Following this there was moderate vesical tenesmus 
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and about half-hour frequency, both largely due to alarm and 
the desire to see if there would be further hemorrhage. 

About one-half hour after the first appearance of blood patient 
voided six ounces of claret-colored urine and, within the next 
hour, twelve ounces of urine similarly colored. The bladder was 
then irrigated and the return was slightly blood tinged. A 
sound was also passed in the effort to locate a vesical calculus. 
Within fifteen minutes after this instrument, pain of a colicky 
character began. Its seat was in the lower pelvis, and there was 
but very short radiation up the right side. The right testicle 
became slightly tender and there was moderate irritation at the 
meatus. These symptoms became rapidly more severe and there 
was definite radiation upward and downward along the distribu- 
tion of the genitocrural nerve. The testicle became much more 
tender, and irritation at the meatus marked. There was pro- 
nounced rigidity, mainly on the right side, and vomiting. These 
symptoms, somewhat relieved by opiates, continued until the 
following morning. The urine continued bloody until about 
4 P.M., sixteen hours after blood was first seen. 

During the next day the pain persisted, but had lost its acute 
character and involved the whole lower right quadrant. ‘Testicle 
still sore, but irritation at meatus completely disappeared. On 
the second night the pain again became acute and continued so 
until the morning, when it practically ceased, leaving only a feel- 
ing of soreness on the affected side. Patient felt perfectly well, 
was out over two hours, and had two sets of X-ray plates taken. 

The following (third) night pain began again. It was very 
acute, radiated downward as before, but higher than previously, 
the right lumbar region was exceedingly tender. There was 
moderate soreness in the right testicle and slight irritation at 
the meatus. Large quantities of water were taken and there was 
frequency, with perfectly clear urine. This acute attack per- 
sisted until noon of the following day, when great relief was 
obtained by frequent change of position and the sitting posture. 
Patient retired about 11 P.M. with practically no pain, and slept 
soundly until 3 A.M., when he was awakened by exceedingly 
acute pain extending from high in the right lumbar region to the 
testicle and marked irritation at the meatus. Clear urine was 
immediately passed. This attack lasted about one hour, when 
the pain suddenly disappeared. About six ounces of urine was 
then voided, which was of a dirty brown color and contained 
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numerous small clots, but no fresh blood. Patient slept com- 
fortably and had no more pain until 11 o'clock the following day, 
when another attack began. The pain was now localized in the 
lower pelvis and there was no radiation. Soreness of the right 
testicle and irritation of the meatus were slight. Then the most 
severe pain yet experienced occurred and lasted about two hours, 
when there suddenly came a very acute paroxysm followed by a 
sensation as if a constriction had been released or as if something 
had given way. There was immediate cessation of all pain, and 
in a few minutes a small calculus was passed with about ten 
ounces of urine, dirty brown in color and containing small clots. 
No fresh blood was present. A slight soreness in the pelvis only 
remained for two days. 


In all of these cases the stone was small, not over .5 centi- 
metre in diameter. Yet in all three, the colic was as severe as 
any I have ever observed. 

I now desire to record four mistakes in diagnosis, in which 
the ureter was exposed by the lumbar or iliac incision, opened 
and explored, but no stone found. 


CasE XXX.—A man, twenty-eight years of age, suffered from 
intense left-sided renal colic at intervals for several weeks, with 
hematuria, frequent micturition, and tenderness in the left ingui- 
nal region. X-ray negative, except for a faint shadow near 
kidney. Cystoscopy showed left ureteral orifice everted and 
cedematous, with a long, worm-like blood-clot emerging. Cath- 
eter could not be introduced more than a few centimetres. The 
kidney and lumbar portion of the ureter were exposed, the kidney 
palpated, the ureter opened and explored with a metal probe. 
Slight resistance was encountered near its vesical extremity, but 
this was easily overcome, and a full sized instrument passed to 
bladder. Primary union of both wounds. 

CasE XXXI.—Male, aged thirty-six years. Severe pain in 
left flank; vomiting, with tenderness over kidney. Hzmaturia. 
X-ray shadow faint and without well-defined edges near ischial 
spine. Cystoscoped. Left ureteral orifice everted, blood emerg- 
ing; could not be catheterized. Ureter explored by abdominal 
incision, opened, and found to be patent. Bougie seen in bladder 
by cystoscope. Wounds closed in usual manner. 

Case XXXII.—Male, aged forty-eight years. Mild pain 
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over lower left ureter on walking. No urinary symptoms, no 
vomiting, no pain, no tenderness over kidney. Tenderness in 
left inguinal region. Distinct shadow on X-ray plate in left half 
of pelvis. Ureter explored by usual incision; hard mass felt in 
contact with ureter. Ureter opened, probe passed easily to 
bladder and to pelvis of kidney. Peritoneal cavity opened. Cal- 
cified appendix epiploica of sigmoid adherent to parietal peri- 
toneum over ureter. This was removed. Wounds closed. Pri- 
mary healing. 

Cas—E XXXIII.—Male, aged forty-five years. Admitted for 
operation for chronic appendicitis. X-rays showed small round 
shadow near transverse process of fourth lumbar vertebra on 
right side. Abdominal incision over appendix to retroperitoneal 
space. Ureter exposed, opened, and sounded, with negative 
result. Peritoneal cavity next opened and diseased appendix 
removed. All wounds closed in usual manner. Primary union. 


In reviewing the above case histories, it will be seen that 
the majority of my mistakes in diagnosis were made in cases 
supposed to be calculus. There were six of these. In three, 
other lesions were found which were sufficient to account for 
the symptoms. In the remaining three no lesions were found 
to account for the symptoms, although an extra-ureteral cal- 
careous body was found in one instance, which gave rise to 
the shadow in the X-ray plate, and in another there was reason 
to believe that a stone was present at the time of the examina- 
tion, which passed before the ureter was opened. Of my 
three other mistakes in diagnosis, two were in mistaking a 
ureteral calculus for a lesion of the vermiform appendix, and 
one in mistaking a ureteral calculus for intestinal obstruction. 
In none of these cases did I have the aid of cystoscopy or 
radiography. Only one death occurred in the series, and that 
was the traumatic case which was moribund at the time of his 
admission, and in which nothing was done other than to check 
the hemorrhage by gauze packing. 

Of the fifteen cases in which the ureter was exposed, opened, 
and subsequently sutured, all healed without infection and 
without leakage of urine. The same may be stated in regard 
to the two cases in which a ureteral calculus was removed 
through an opening in the bladder. 
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Stated Meeting, held March 8, 1911. 


The President, Dr. ELLSwortH ELiot, Jr., in the Chair. 


TUMOR OF THE TONGUE OF UNCERTAIN CHARACTER. 

Dr. Epwarp M. Foore presented a man, 45 years old, who 
in January, 1901, had a rectal abscess which was incised and 
drained, and which healed slowly, necessitating three additional 
operations during the following three years. The condition 
finally healed about four years ago. About that time, the 
patient’s mouth became tender, with swelling of the lips, cheeks, 
and gums. In December, 1909, portions of the lips and cheeks 
were cut away, and in July, 1910, the tongue was cauterized 
twice by Dr. Mayo, of Rochester. Although the patient never 
had any symptoms of syphilis, he had been given antisyphilitic 
treatment at different times in West Baden Springs, Ind., Hot 
Springs, Ark., and recently in New York City, without any 
curative effect. On December 9, 1910, a Wassermann test was 
negative, and no spirochetze were found in the blood. 

On November 9, 1910, a wedge-shaped piece was removed 
from the dorsum of the tongue, and another from its left margin. 
In spite of this, the tongue continued to increase in size, and 
on January 26, 1911, Dr. Foote amputated about one inch of 
it. The wound was sutured, and healed primarily. Sections 
of the tongue were submitted to microscopic examination to 
four pathologists, with the following result: Dr. James Ewing 
regarded the condition as a macroglossia from chronic myositis, 
with secondary plasma-cell infiltration of the tissues. Dr. John 
A. Fordyce said the condition might be a sarcoma, but he did 
not feel inclined to commit himself definitely to that diagnosis. 
Dr. D. Stuart Dodge Jessup thought it was possible to rule out 
carcinoma, sarcoma, and syphilis, and in the presence of giant- 
cells, tubercle tissue and bacilli, there was slight ground for the 
diagnosis of tuberculosis. The cells of the growth had the ap- 
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pearance of plasma cells, and for lack of a better name, the term 
plasmoma might be employed. Dr. F. M. Jeffries pronounced 
it a small, round-celled sarcoma. Dr. William B. Coley, who 
also examined the patient, said that from a clinical stand-point 
he thought syphilis and malignancy could be ruled out, and he 
considered the condition probably macroglossia of the chronic 
inflammatory type. 

Since February 3, 1911, the patient had received fourteen 
injections of the mixed toxins (from I to 10 minims each) with 
moderate systemic reaction and slight checking of the growth of 
the tongue. 


TRANSPLANTATION OF MALDESCENDED TESTIS, PERINEAL, 
INTO THE SCROTUM; RESULT FOUR YEARS 
AFTER OPERATION. 

Dr. WILLIAM B. CoLey showed a man, 29 years old, who was 
operated upon in April, 1907, for an inguinoperineal hernia, 
with the testis in the middle of the perineum. The testicle was 
transplanted into the scrotum, but a few months later it retracted 
into its original position in the perineum. In October, 1907, Dr. 
Coley again operated, this time suturing the testicle to the 
bottom of the scrotum. It had remained in perfect position ever 
since, and there had been no recurrence of the accompanying 
hernia. 

The testicle was of absolutely normal size, and occupied a 
position in the scrotum quite as low as the other. In his paper on 
“The Treatment of the Undescended or Maldescended Testis,” 
ANNALS OF SuRGERY, September, 1908, he reported the result of 
operation in nine cases, and stated that he had observed six other 
cases of perineal ectopia which were not operated upon. 


INOPERABLE SARCOMA OF THE SCAPULA IN AN INFANT 
TWO MONTHS OLD SUCCESSFULLY TREATED WITH THE 
MIXED TOXINS OF ERYSIPELAS AND BACILLUS PRO- 
DIGIOSUS. 

Dr. WILLIAM B. Cotey presented a child who, when an infant 
two months old, was referred to him on June 20, 1910, by Dr. 
John F. Harrison of Stamford, Conn., as a case of inoperable, 
malignant tumor of the scapula. The family history was unim- 
portant, with the exception that the mother had a hard tumor 
removed from the first joint of the big toe a year and a half 
ago; this, apparently, was not submitted to microscopical ex- 
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amination. At the birth of the child, labor was difficult, and 
Dr. Harrison stated that the left shoulder was strained. No 
swelling, however, appeared until two weeks after birth, when 
a small tumor was noticed in the midscapular region, apparently 
starting in the bone or periosteum. This grew rapidly, and ex- 
amination on June 20, 1910, showed a tumor occupying almost 
the entire region of the left scapula, 3 by 3 inches in diameter, 
and projecting about three-quarters of an inch beyond the level 
of the surrounding parts. The tumor was firmly fixed to the 
scapula, and had about the consistence of an osteosarcoma. The 
skin over it was of a purplish hue, and was covered with 
dilated veins; no fluctuation was present, and there was no 
evidence of inflammatory trouble. The clinical diagnosis was so 
certain and the prognosis seemed so hopeless that a microscopic 
examination was not made. Dr. Coley’s diagnosis was confirmed 
by Dr. Virgil P. Gibney, and treatment with the mixed toxins 
was immediately begun, the initial dose being one-tenth of a 
minim, which was gradually increased to one-half minim, which 
latter dose produced a temperature of 102° F. 

At the end of two weeks’ treatment there was unmistakable 
improvement, as shown by slight decrease in the size of the 
tumor and diminished vascularity. At the end of six weeks, 
the dose of the toxins could be increased to two minims. After 
three weeks’ treatment, the patient was sent home, and the 
toxins had been continued up to the present time by the family 
physician, Dr. Harrison, at first three times a week, later twice 
a week, and during the past two or three months only once a 
week. The improvement evident at the end of the first two 
weeks of treatment had steadily continued, and in October the 
growth had decreased to one-fourth its original size, and two 
months later it had practically entirely disappeared. 

The child was in perfect health at present, and no trace of 
the original growth could be detected. Movements of the arm 
were normal. 


THE DE LORME-SCHEDE OPERATION FOR EMPYEMA: 
TWO CASES. 
Dr. Otto G. T. KILIANI presented these cases in order to 
show the final results of the operation. In the first case, that 
of a girl 21 years old, the operation was done twelve years ago, 
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the patient having been operated on for empyema 21 months 
prior to that time, with a resulting fistula and discharge. Dr. 
Kiliani removed the fourth, fifth, sixth, seventh, and eighth ribs 
on the right side, and in spite of the fact that the lung on this 
side had been completely occluded for 21 months, it began to 
expand immediately when the pseudomembrane covering it was 
stripped off. At the time of the operation, the child was about 
nine years old. The operation resulted in complete healing of 
the old fistula, which had never reopened. With the exception 
of a marked scoliosis, the girl was now practically well. 

Dr. Kiliani’s second patient was a man, who had pneumonia 
in 1904 and who was operated on seven weeks later for em- 
pyema. Following this, a fistula developed which persisted for 
four years, and in December, 1908, he had a cavity with a 
capacity of 40 c.c. At that time three ribs were resected, and 
three months later the cavity hada capacity of eight ounces. 

On March 27, 1909, Dr. Kiliani made a typical horseshoe 
incision, reopening the old scar, and resecting the fourth to the 
ninth ribs inclusive. The pleura was enormously thickened, and 
after stripping off the pseudomembrane, the lung expanded at 
once, in spite of the compression to which it had been subjected 
for four years. 

This patient had remained free from any signs of a re- 
currence until a few days ago, when a slight fistula developed 
at the lower angle of the wound. 


TUBERCULOSIS OF THE SKULL. 


Dr. KILIANI presented a young man, who, fourteen years 
ago, had two huge abscesses of the skull, which were operated on 
in Germany and which were supposed to be gummata. A year 
ago, at St. Luke’s Hospital in New York, he was operated on 
for a bony abscess of the skull, and following this there was a 
fistulous opening which refused to heal. 

Recently Dr. Kiliani trephined the skull over the site of the 
fistulous tract. The bone was much thickened, and tubercular 
granulations were found between the skull and the dura. The 
diagnosis in this case, the speaker said, rested between lues 
and tuberculosis. A Wassermann test had been made, with 
negative results. A microscopic examination of the soft parts 
did not show with certainty any evidences of tuberculosis. 
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LUNG ADHERENT TO SUBCUTANEOUS TISSUES. 

Dr. Rosert T. Morris presented a woman upon whom he 
had recently operated for a sarcoma involving the seventh, 
eighth and ninth ribs. In this case, the intratracheal insufflation 
method of anzsthesia would have been desirable, but not having 
the apparatus at hand, Dr. Morris said he resorted to a method 
which he had used in certain cases of injury of the lung, namely, 
he simply allowed the lung to collapse while he was doing the 
resection of the ribs. When this was completed, and after 
sponging out the blood-clots and nearly closing the wound by 
suture, he pumped the air out of the pleural cavity and the lung 
then expanded. 

The gap in the chest wall was now covered with only skin 
and the subcutaneous tissues; the lung had become adherent to 
the latter, and as the patient breathed, the skin moved back and 
forth with each respiration. No drainage was employed. There 


was very little cough. The patient had practically full lung 
function on that side. 


DISLOCATION OF THE CARPAL SEMILUNAR. 

Dr. Morris presented a man who fell from a step-ladder, 
dislocating his left carpal semilunar bone in such a manner as 
to cause intense suffering for several days. A radiograph was 
taken, which showed the dislocated bone crowded down in front 
of the os magnum and unciform. Under anesthesia, the bone 
could be replaced with slight pressure, but when this was re- 
leased, it again immediately slipped out of place. It was again 
forced into its proper position, and kept there by a section of 
rubber tubing placed on each side of the carpus and held in 
place by bandages. When these were removed, after three 
weeks, it was found that the bone had again become displaced, 
but only to a slight extent. The patient had remained entirely 
free from pain, and the simple procedure in this case, Dr. 
Morris thought, had obviated the necessity of removing the 
bone. It might become necessary, at some time in the future, 
to break up the adhesions. 


MYELOMA OF TENDON SHEATH. 


Dr. FRANK S. MATHEws presented this case. The patient 
was a woman who had had a tumor of the distal phalanx of 
the first finger. It was very hard, and about the size of a hazel- 
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nut. A transverse incision was made across the palmar aspect 
of the finger, and through this the tumor could be readily 
shelled out. It had no connection with the skin or bone, but 
sprang from the flexor tendon sheath. Pathologically, it was 
giant-celled sarcoma, and illustrated the fact that these giant- 
celled tumors, of whatever origin, were practically always to be 
classed as non-malignant. 

In connection with this case, Dr. Mathews said that about a 
year ago, while preparing his paper on “ Myeloma of the Long 
Bones” (ANNALS OF SURGERY, Sept., 1910), he first learned 
of these tumors originating in the tendon sheaths. He looked 
up the subject, and found that Sutton, Adami, and others made 
no mention of tendon sheath giant-celled tumors, and in most 
of the pathological works they were referred to only as originat- 
ing in the bones. At the meeting of this Society on November 9, 
1910, Dr. William Darrach read a paper on “Tumors of the 
Hands and Fingers” in which he referred at some length to 
these tumors of tendon sheath origin, which he said had been 
described by certain French writers under the name of “ myeloma” 
though realizing that they have no relation to bone marrow. 


INTRAMEDULLARY GLIOSARCOMA OF THE CERVICAL CORD 
(FIFTH, SIXTH, AND SEVENTH SEGMENTS); LAMINEC- 
TOMY AND REMOVAL OF THE TUMOR IN TWO STAGES; 
RECOVERY. 


Dr. CHARLES A. ELSBERG presented a woman, 42 years old, 
who was referred to the surgical department of the Neurological 
Institute from the service of Dr. Joseph Fraenkel on January 
12, 1909, with the following history: After a sore throat in 
the spring of 1907, she began to suffer with pain of a boring 
character in the back of the neck. The pain gradually ex- 
tended to the shoulders and down the arms, and was followed 
by numbness in the right hand. For about two years these 
symptoms occurred in attacks, between the attacks the patient 
feeling well. In the summer of 1909 she first began to notice 
some awkwardness in the left arm, soon followed by consider- 
able loss of power in that extremity, and later in the left leg. 
About this time, the pain in the upper extremities grew less 
marked. By the fall of 1909 the awkwardness had affected 
also the right upper and lower extremities, and the patient’s 
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loss of power was so great that she had much difficulty in 
walking. Then followed a very rapid loss of power in the 
upper extremities, especially che left, and a recurrence of the 
pain in the back of the nec’: and shoulders. Soon the lower 
limbs became very weak ard stiff. 

The patient’s general condition was good. She was well 
nourished; the special senses were normal; there was no diffi- 
culty in swallowing nor in urination or defecation. The pupils 
were of normal size and reacted well to light and accommodation. 
She had to be supported when she sat up in bed, and could walk 
only with the greatest difficulty when supported. The vertebral 
column, in the cervical and dorsal region, was held rigid, and 
there was marked tenderness on percussion over the spines of 
the fourth, fifth, and sixth cervical vertebre. When the attempt 
was made to flex the neck on the chest, the patient had a feeling 
of constriction around the upper part of the chest. 

The motor power in both upper extremities was much 
diminished, more so on the left than on the right side. When 
the patient attempted to move either extremity, there was very 
coarse ataxia, and she stated that she did not know the position 
of the limbs unless she looked at them. The left arm could 
barely be raised away from the body; all movements at the 
elbow were weak, and extension of the forearm was impossible. 
All of the muscles of the left arm and forearm reacted only 
slightly to the faradic current, and no contraction of the triceps 
could be obtained. There was marked atrophy of the muscles 
forming the thenar and hypothenar eminences on the left side, 
and of the triceps and infraspinatus. On the right side, similar 
changes to those on the left were present, but they were much 
less marked. 

The motor power in the lower extremities was much 
diminished, especially on the left side. The knee-jerks were 
exaggerated, especially the left; there was double ankle clonus, 
Babinski, Oppenheim, all more marked on the left side. An 
X-ray examination failed to show any changes in the vertebral 
column. Fluid obtained by lumbar puncture was not under great 
pressure, and did not contain anything abnormal. 

The patient was transferred to the surgical department by 
Dr. Fraenkel, with the diagnosis of tumor of the cord between 
the fourth and seventh cervical segments. A cervical pachy- 
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nut. A transverse incision was made across the palmar aspect 
of the finger, and through this the tumor could be readily 
shelled out. It had no connection with the skin or bone, but 
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up the subject, and found that Sutton, Adami, and others made 
no mention of tendon sheath giant-celled tumors, and in most 
of the pathological works they were referred to only as originat- 
ing in the bones. At the meeting of this Society on November 9, 
1910, Dr. William Darrach read a paper on “ Tumors of the 
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though realizing that they have no relation to bone marrow. 
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character in the back of the neck. The pain gradually ex- 
tended to the shoulders and down the arms, and was followed 
by numbness in the right hand. For about two years these 
symptoms occurred in attacks, between the attacks the patient 
feeling well. In the summer of 1909 she first began to notice 
some awkwardness in the left arm, soon followed by consider- 
able loss of power in that extremity, and later in the left leg. 
About this time, the pain in the upper extremities grew less 
marked. By the fall of 1909 the awkwardness had affected 
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loss of power was so great that she had much difficulty in 
walking. Then followed a very rapid loss of power in the 
upper extremities, especially the left, and a recurrence of the 
pain in the back of the neck and shoulders. Soon the lower 
limbs became very weak and stiff. 

The patient’s general condition was good. She was well 
nourished; the special senses were normal; there was no diffi- 
culty in swallowing nor in urination or defecation. The pupils 
were of normal size and reacted well to light and accommodation. 
She had to be supported when she sat up in bed, and could walk 
only with the greatest difficulty when supported. The vertebral 
column, in the cervical and dorsal region, was held rigid, and 
there was marked tenderness on percussion over the spines of 
the fourth, fifth, and sixth cervical vertebre. When the attempt 
was made to flex the neck on the chest, the patient had a feeling 
of constriction around the upper part of the chest. 

The motor power in both upper extremities was much 
diminished, more so on the left than on the right side. When 
the patient attempted to move either extremity, there was very 
coarse ataxia, and she stated that she did not know the position 
of the limbs unless she looked at them. The left arm could 
barely be raised away from the body; all movements at the 
elbow were weak, and extension of the forearm was impossible. 
All of the muscles of the left arm and forearm reacted only 
slightly to the faradic current, and no contraction of the triceps 
could be obtained. There was marked atrophy of the muscles 
forming the thenar and hypothenar eminences on the left side, 
and of the triceps and infraspinatus. On the right side, similar 
changes to those on the left were present, but they were much 
less marked. 

The motor power in the lower extremities was much 
diminished, especially on the left side. The knee-jerks were 
exaggerated, especially the left; there was double ankle clonus, 
Babinski, Oppenheim, all more marked on the left side. An 
X-ray examination failed to show any changes in the vertebral 
column. Fluid obtained by lumbar puncture was not under great 
pressure, and did not contain anything abnormal. 

The patient was transferred to the surgical department by 
Dr. Fraenkel, with the diagnosis of tumor of the cord between 
the fourth and seventh cervical segments. A cervical pachy- 
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meningitis hypertrophica was also deemed possible, the latter 
diagnosis having been considered by Dr. Fraenkel because of the 
fact that the symptoms had begun immediately after a severe 
tonsillar inflammation. All the symptoms pointed to a rapidly 
increasing pressure on the lower part of the cervical cord, more 
on the left side. The notes of the case made at that time 
stated that on account of the early history of pain, the lesion 
was probably extramedullary; that it was probably a tumor, and 
that its upper level from the beginning was evidently at the 
level of the fifth cervical segment of the cord. 

On January 13, 1910, Dr. Elsberg made a median incision 
over the spinous processes of the fourth cervical to the first 
dorsal vertebrze, the exposure and removal of the spines and 
lamine being done in the usual manner. ‘The slight bleeding 
was controlled by packings of hot saline solution. The dura 
was tense, and no pulsation could be seen nor felt. An in- 
cision, 5 cm. long, was made in the dura, and was followed by 
the escape of a moderate amount of cerebrospinal fluid from 
above. The exposed portion of the cord was much enlarged. 

In incising the dura, the smooth posterior surface of the 
prominent and enlarged cord was nicked in two spots. From 
the small openings, distinct tumor tissue began to extrude from 
the otherwise intact cord. The minute openings were then united 
by an incision on the posterior surface of the cord, and the 
intramedullary growth became more and more prominent. It 
was evidently advisable to further enlarge the incision in the 
cord and allow the natural intramedullary pressure to gradually 
extrude the growth. The incision in the posterior column was 
then enlarged until it was I cm. long. Under the eye there then 
occurred a small extrusion of a mass which was clearly tumor 
tissue, and which seemed to be connected with a larger mass 
within the substance of the cord. 

The operation had thus far lasted only 40 minutes, and little 
blood had been lost. The patient’s condition, however, was not 
very good; she looked pale; her pulse was 120, and only of 
fair quality. It was decided, therefore, to desist from further 
manipulations for the time being. The muscles were carefully 
sutured together with interrupted catgut stitches, the fascia with 
a continuous stitch, and the skin edges were united by a sub- 
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cuticular suture. Over this a voluminous dry dressing was 
applied. The patient was in good condition on the following 
day, but the second stage of the operation was delayed for one 
week, 

On January 20, 1910, the wound, which had healed by 
primary union, was reopened, and the dura and cord exposed. 
It was then found that a large tumor mass had been extruded 
from the cord, and lay almost outside of and on top of the 
cord between the fourth cervical and first dorsal segments. 
With little difficulty, very slight handling of cord substance, 
and practically no bleeding, the tumor was peeled out of its 
bed. Three posterior nerve-roots on the left side, entirely 
separated from their origin from the cord substance, ended in 
a thin layer of cord tissue, which formed part of the wall of 
the cavity left after removal of the tumor. 

After careful cleansing of the cavity, the edges of the pia 
were sutured together with fine catgut; the dura was then closed 
by a running suture of fine silk, and the muscles and skin were 
united by catgut sutures. Dry dressing was applied. The 
duration of operation was 55 minutes. The condition of the 
patient at the completion of the operation was good: pulse 
108, and of good quality; respirations, regular and deep. 

The tumor that had been removed was of a reddish-brown 
color; it was soft and cedematous, measuring 5.3 by 2 cm., and 
weighing 15 Gm. The specimen was examined by Dr. F. S. 
Mandlebaum, Director of the Laboratory of Mt. Sinai Hospital, 
who reported it to be a gliosarcoma. 

The patient made a very rapid recovery from the operation. 
The wound healed by primary union, and all dressings were 
discarded after the second week. 

For the first few days after the operation, the weakness of 
the extremities and the sensory disturbances were somewhat 
more marked. After this, rapid improvement followed. By the 
end of the fourth week the patient was able to sit up out of 
bed without assistance, and the muscular power in the limbs 
improved rapidly. The paralysis of the triceps had disappeared. 
The muscular power in the lower extremities returned somewhat 
more slowly, but there was a constant and steady improvement. 
Two months after the operation she was able to stand on her 
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feet and take a few steps when well supported, but the lower 
limbs, especially the left, were still very ataxic. Most of the 
sensory disturbances had by this time disappeared. From the 
first week after the operation she had had no pain. 

At the present time, eight months after the operation, she 
could use her hands freely, could write without difficulty, and 
could walk about the room with practically no support. She 
still had some hypzsthesia in the left hand, and her left leg was 
still somewhat stiff. She was steadily improving, and this 
improvement had been much aided by careful massage and 
exercises. 


OSTEOPLASTIC CRANIOTOMY. 


Dr. ELSBERG presented a woman, 33 years old, upon whom 
he had operated two months ago. About three years ago she 
began to suffer from peculiar mental symptoms, with loss of 
memory. A year later she began to be unsteady on her feet, 
and to suffer from attacks of headache, with vomiting. During 
the last year her sight had become progressively worse, the 
headache and vomiting had persisted, and her mental symptoms 
became much aggravated, so that she would sit or lie for days 
without responding to questions or helping herself in any way. 

The patient was admitted to the Neurological Institute in 
the service of Dr. Pearce Bailey, who suspected a neoplasm 
in the right prefrontal region. The patient had marked choked 
disk, left-sided ataxia, with exaggerated tendon reflexes in the 
lower extremities. Dr. Elsberg performed an _ osteopathic 
craniotomy and explored the right lobe of the brain, but found 
nothing abnormal. There was no increase in intracranial tension. 
The bone flap was returned into place, and a subtemporal de- 
compression done. Recovery from the operation was prompt, 
and all of the patient’s symptoms excepting some difficulty in sight 
disappeared very rapidly. At the present time the patient was 
in all respects normal, with the exception of some postneuritic 
atrophy. 

Dr. Elsberg also showed photographs of two cases of brain 
tumor removed from the posterior fossa of the skull. These 
patients were now well, the one two years and the other one year 
after the operation. 
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CALCIFIED DEPOSIT IN A MESENTERIC GLAND. 


Dr. JoHN F. ErpMANnNn showed an X-ray photograph of 
this condition. The case was that of a man 45 years old, who 
was supposed to be suffering from gall-stones and a calculus 
in the right kidney. A series of X-ray pictures was taken, which 
showed a shadow just to the left of the lumbar spine varying in 
its site. This was thought to be possibly due to an impaction 
of bismuth. Upon operation for his cholecystitis the region of 
the shadow was explored and proved to be a large calcified 
mesenteric gland, which upon removal was the size of a large 
chestnut and entirely calcific. 


SUBSTERNAL CYSTS OF THE THYROID. 


Dr. WALTON MarrtIN read a paper on this subject, for which 
see page 737. 

In connection with his paper, Dr. Martin showed an illus- 
trative case. 

Dr. Howarp D. CoLtins said that in the only case of this 
kind he had ever seen, there was an accessory thyroid lying 
behind the sternum, and this had undergone colloid and cal- 
careous degeneration. The patient was a woman of 48, who since 
her girlhood had suffered from winter bronchitis, and the ques- 
tion arose whether this was due to the presence of the accessory 
thyroid. 

Dr. Martin, in his paper, had made the statement that there 
had never been any attempt made to remove cysts of the thyroid 
lying behind the sternum. Dr. Collins said that he published 
in the ANNALS OF SuRGERY the history of his case, where he 
had operated on an accessory thyroid, which consisted of a 
mass of colloid cysts. In this case he was able to pass his 
fingers down to the arch of the aorta, and the entire mass was 
shelled out with the greatest ease. This mass, after its removal, 
measured three inches in length and an inch and a half from 
side to side. Its extirpation left a considerable space, showing 
where the large vessels springing from the arch of the aorta 
and the recurrent laryngeal nerve had been pushed to one side. 
Unfortunately, this patient developed pneumonia and died on the 
eighth day after the operation. 
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Dr. Rocers said that the extrusion of thick, stringy mucus, 
to which Dr. Martin had referred in his paper, was quite char- 
acteristic of all these cases. The speaker said he had recently 
operated on three intrathoracic cases, which had convinced him 
that these thyroid growths could be shelled out with much less 
danger than would appear, as they usually pushed aside the 
large vessels in their growth downwards. Also the vessels 
entering and leaving the tumor were generally close to the 
points found in the normal gland or close to the second or third 
tracheal rings. 

Dr. Martin, in closing, replying to Dr. Collins, said there 
were a large number of cases on record of the removal of intra- 
thoracic thyroid growths; what he referred to in his paper was 
the removal of a single large cyst. In Kocher’s 22 cases referred 
to in the paper, there was no instance of a single large cyst. 
The walls of some of these cysts were very thin and were apt 
to tear, and he believed the removal of the intrathoracic portion 
would be nearly impossible. 


Stated Meeting, Held at the Roosevelt Hospital, March 22, 1911. 


The President, Dr. ELLSwortH ELIoT, Jr., in the Chair. 


DOUBLE UNDESCENDED TESTICLE. 


Dr. JAMES I. RUSSELL presented a boy of eleven years who 
was admitted to the Roosevelt Hospital on March 31, 1909, with 
a double undescended testis. The scrotum was small, and the 
testis could be felt, one on either side, in the inguinal canal. 

Operation: The right side was done first. An incision was 
carried down to the aponeurosis of the external oblique, which 
was carefully divided, and the testicle exposed. The internal 
epigastric artery and vein were ligated and cut, and a small 
amount of transversalis fascia was divided. The pelvic portion 
of the spermatic cord was now partly freed by traction and 
blunt dissection, allowing the testis to be pushed down into 
the scrotum. The upper part of internal ring was closed. The 
internal oblique was then sutured to the reflected portion of 
Poupart’s ligament with No. 3 chromic gut interrupted sutures, 
the aponeurosis of the external oblique was sutured with con- 
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tinuous plain gut, and the skin was closed with silk-worm gut 
and continuous silk. No drainage was used. The left side was 
then treated in a similar manner. 

The patient made an uninterrupted recovery, and there had 
been no retraction of the testes since the operation. But on the 
contrary at the end of two years in both cases of double 
orchidopexy the testes were at the bottom of the scrotum, show- 
ing descent during that time, since it was impossible to get them 
to the bottom of the scrotum at the time of operation. 

Dr. Russell presented three other cases in which orchidopexy 
had been successfully done by him for the relief of undescended 
testes, in boys aged three, nine, and twelve years, respectively. 
In all of these, the undescended testicles had become arrested 
in the inguinal canal. In one, the condition was complicated 
by a congenital inguinal hernia, and in another by a double 
indirect inguinal hernia. In these cases, an operation similar to 
that described in the first case was done, and in all of them the 
result was excellent. 


BILATERAL SWELLING OF BOTH HEELS. 


Dr. RUSSELL presented a boy of eighteen years, in whom, 
two years ago, both heels suddenly became painful and swollen. 
The swelling subsided somewhat during the next few days. 
Since the onset of his attack he had pains in his feet after 
walking, and went up and down stairs with difficulty. He 
complained of swelling in the back of both heels at the insertion 
of the tendo achillis. Denied gonorrhoea and syphilis; Wasser- 
mann test negative. 

Examination showed a swelling involving the back of both 
heels at the insertion of the tendo achillis. The swelling was 
the size of a small orange; it was bony hard to palpation, not 
tender, and could not be moved upon the os calcis, to which it 
seemed intimately connected. There was marked limitation of 
flexion and extension of the ankle-joint. The X-ray showed a 
distinct shadow, globular in outline, but not of the density that 
palpation would suggest. 

Dr. Russell said the condition being symmetrical, of bony 
consistence, not of gonorrhceal origin, and not similar to the 
gonorrhceal exostoses, it offered an interesting problem for 
diagnosis. 
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SARCOMA OF THE NASAL FOSSA. 


Dr. CHARLES H. Peck presented a man, 45 years old, who 
was admitted to the Roosevelt Hospital on February 7, I9QII. 
Two months prior to admission he noticed that nasal breathing 
was obstructed on both sides, as though he had a heavy cold. 
The left side soon cleared up, but the obstruction on the right 
side persisted. A month later he was examined in the Out- 
patient Department, and on two occasions portions of an ob- 
structing growth were removed by Dr. James E. Newcomb 
from the region of the right middle turbinate. Sections of the 
last specimen were examined by Dr. Mortimer Warren, and 
reported sarcoma. The patient’s previous history was unim- 
portant; there was no history of lues. Examination showed 
marked obstruction in the right nasal fossa; the nasopharynx 
and posterior nares were free. 

Operation was performed by Dr. Peck on February 16, 1911, 
under intratracheal insufflation anesthesia, which was admin- 
istered by Dr. Charles A. Elsberg. An incision was made along 
the anterior border of the sternomastoid, and the right external 
carotid artery was ligated just above the origin of the superior 
thyroid. This wound was then closed by suture. An incision 
was then made along the junction of the nose and the right 
cheek, extending from just inside the inner canthus of the eye 
to the level of the anterior nares. It was deepened to the bone, 
and the periosteum was elevated until the nasal process of the 
maxilla was exposed, and this process was then removed with 
the chisel and rongeur. The nasal mucous membrane was then 
incised, and the middle, superior, and inferior turbinates, with 
the entire mucous membrane of the outer wall of the nasal fossa, 
including the growth, were excised. The growth was not well 
defined, but seemed to occupy chiefly the region of the middle 
turbinate and the adjacent portion of the ethmoid. The ethmoid 
was removed, including the inner wall of the orbit and the 
lachrymal bone. The inner wall of the antrum and a portion 
of the palate bone were also removed, and the mucous lining 
of the antrum was excised, as it seemed somewhat thickened and 
the cavity contained pus. During the removal of the ethmoid, 
the sphenoidal cells were broken into and explored, but they 
seemed to be free from the growth. 
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The incision was then extended upward a short distance, 
the frontal sinus was opened, and its lining membrane excised. 
It seemed somewhat thickened near the infundibulum, but normal 
elsewhere, and there was no pus in the cavity. The wound 
was then carefully closed with deep catgut and silk skin sutures, 
and drainage was established through the nostril by two strips 
of gauze, one leading to the region of the ethmoid, the other 
to the cavity of the antrum. 

The operation lasted two hours and a quarter. The insuffla- 
tion anzsthesia given by Dr. Elsberg was most satisfactory: 
the return current of air and ether kept the larynx absolutely 
free from blood and mucus, and it was most interesting to see 
fragments of tissue, which from time to time escaped into the 
pharynx, blown up with blood and mucus, so that they could 
be easily seen and sponged away. The entire absence of cyanosis 
and respiratory difficulty added greatly to the comfort of the 
operator, and undoubtedly lessened the shock to the patient. 
Between eight and nine ounces of ether were used after the 
commencement of the insufflation anesthesia. Recovery from 
the anesthetic was prompt, and there was little shock. 

Excepting for oedema of the eye, which soon subsided, and 
a slight superficial infection of the wound, the patient’s con- 
valescence was uneventful. 

Sections of the tissue removed showed that the tumor was 
confined to the region of the middle and superior turbinates 
and the nasal surface of the ethmoid. The lining of the antrum, 
the frontal sinus, and the lining of the deeper ethmoid cells 
showed no involvement. The pathological report was round- 
celled sarcoma. 

Dr. Peck said that the exposure through the route employed 
was excellent. There was ample room to deal with the nasal 
fossa and all the accessory sinuses of one side. For larger 
tumors of the nasopharynx it would probably be insufficient. 
The small scar and absence of any considerable deformity of 
the nose or face was an advantage. The lower portion of the 
lachrymal duct was cut away, its open end being left free in 
the wound. It seemed quite possible that it had remained patent, 
as there was very little overflow of lachrymal secretion. 
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RUPTURE OF BRACHIAL PLEXUS: FIFTH, SIXTH, AND 
SEVENTH CERVICAL NERVES: NEURORRHAPHY. 

Dr. Peck presented a man, 33 years old, a professional 
bicycle rider, who was admitted to the Roosevelt Hospital on 
September 29, 1910. On September 5, while riding in a motor- 
cycle race, he was thrown, his right shoulder striking a fence. 
There was a fracture of the clavicle, but no other bone injury, 
and the disability of the arm was attributed to this. 

On admission, there was complete paralysis of all the muscles 
of the arm and forearm, with the exception of flexion of the 
first and extension of the second and third phalanges of the 
fingers. There was also slight pronation of the forearm. There 
was cutaneous anesthesia, with the exception of (1) the area 
over the deltoid and axillary regions supplied by the superficial 
cervical and intercostohumeral nerves; (2) an area over the 
posterior surface of the forearm and dorsum of the hand; (3) 
over the middle, ring, and little fingers. There was a corre- 
sponding loss of pain, temperature, and muscular sensibility. 
There was a firm, hard mass in the posterior cervical triangle, 
about one inch above the clavicle, which proved to be a cicatrix 
surrounding the torn plexus. <A fracture of the clavicle near 
its middle portion had united. All the muscles of the arm, fore- 
arm, and hand were much atrophied. The most severe pain was 
referred to the thumb. 

Operation by Dr. Peck, October 3, 1910: The plexus was 
exposed and isolated from the surrounding structures, together 
with the dense mass of fibrous tissue in which it was imbedded. 
This was then carefully dissected until the fifth, sixth, and 
seventh nerves could be demonstrated on the proximal side, 
and the upper and middle primary trunks below. After freely 
excising the cicatrix until nerve tissue that seemed normal was 
reached, it was possible to coapt the fifth and sixth proximal 
segments to the upper primary trunks. The destruction of the 
seventh and the middle trunk was more extensive, but a strand 
which probably represented the anterior division of the middle 
trunk was sutured to the seventh cervical without great tension. 
The main part of the middle trunk was so much shortened after 
excision of the cicatrix that lateral implantation into the lower 
trunk, formed by the eighth cervical and first dorsal, seemed 
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the only possible resource, and this was consequently done. This 
trunk was not torn. 

The wound was closed and the arm at first put up in vertical 
suspension, which was later changed to an elevated position, 
with the hand behind the head. This position was maintained 
until the fifteenth day. The wound healed promptly, and the 
patient left the hospital on the eighteenth day after operation. 
Daily use of the galvanic current, with massage, had been faith- 
fully carried out, but no improvement in motion was noted until 
about February 1, 1911, four months after the operation. On 
February 9 he was able to supinate slightly, to attempt a little 
flexion at the elbow, and to move the fingers more freely. The 
pain referred to the thumb had been persistent and distressing. 

An examination made on March 18 showed increased power 
in pronation of the forearm and flexion of the fingers and wrist, 
very slight extension of the wrist, slight supination, slight flexion 
at the elbow, and fairly strong adduction of the arm. Anesthesia 
was still complete in the distribution of the musculospiral and 
circumflex nerves, and in part of the median and ulnar. 


CICATRICIAL STENOSIS OF THE LARYNX FOLLOWING 

LARYNGOTOMY FOR SYPHILITIC PERICHONDRITIS. 

Dr. PECK presented a man, 33 years old, who was admitted to 
the Roosevelt Hospital on September 25, 1gi0. He had con- 
tracted syphilis twelve years ago, and underwent a short course 
of treatment at that time. Nine months ago his voice became 
husky, and he began to have spasmodic attacks of laryngeal 
dyspnoea. He was under treatment in two hospitals in this city 
with no appreciable relief of symptoms. Early'in September 
the attacks of dyspnoea became more severe and frequent, and 
were accompanied by expectoration of blood. When admitted 
to the hospital, he was on the verge of asphyxiation, suffering 
from marked cyanosis, with intense inspiratory and expiratory 
dyspnoea. Laryngoscopic examination showed a great thicken- 
ing of the epiglottis and arytenoids, with but a small chink for 
the entrance of air. A high tracheotomy was performed at once, 
with immediate relief. When the tube was removed, on the 
sixth day, the breathing and voice had improved, and the tracheal 
wound was allowed to close. He had been given heavy doses 
of mixed treatment from the time of his admission. 
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When the patient left the hospital, on October 14, I910, he 
went on a spree and forgot to continue his treatment. He was 
readmitted on October 31, again suffering from severe dyspnoea. 
Examination of the larynx showed great swelling and infiltration 
of the entire larynx, most marked on the left side. The true 
cords could not be seen. On the following day, tracheotomy 
was again performed. On November 2 he was given 0.6 Gm. 
of salvarsan subcutaneously. Eight days later, a laryngoscopic 
examination made by Dr. James E. Newcomb and Dr. Edward 
L. Williamson showed little change in the local condition, but 
on November 16 a considerable improvement was noticed. At- 
tempts to remove the tracheotomy tube were immediately fol- 
lowed by dyspnoea, which necessitated its replacement. On 
November 27 mixed treatment was resumed and continued until 
January 2, 1911, when he was given 0.6 Gm. of salvarsan intra- 
venously. 

Since that time the improvement in the laryngeal condition 
had been quite marked, but it had not been possible to do without 
the tracheotomy tube. Several attempts to intubate with large 
O’Dwyer tubes had failed on account of immediate expulsion of 
the tube. On February 6, under ether anesthesia, a Rogers 
plugged tube was inserted; this was retained for 48 hours, 
when it had to be removed on account of pain and fever. On 
February 25 he was again anzesthetized, the stricture was dilated, 
and measurements were taken for a new plugged tube. On 
March I1 an attempt was made to insert this tube, but it failed, 
as the measurements had been faulty and the tube was too 
large. 

On March 18, Dr. John Rogers, at the request of Dr. Peck, 
after dilating the larynx under anesthesia successfully intubated 
with a specially long tube which was not plugged; this was now 
in place and the patient was able to breathe easily through it. 
He had learned to swallow fluids in the Castleberry position, and 
was beginning to take soft solids. 

Dr. Peck said that after watching Dr. Rogers’s skilful intro- 
duction of the tube, he had found that his own failures had 
been largely due to the fact that he had not gotten the tubes far 
enough down in the larynx. The plan was to replace the present 
tube in a short time with one of the same length and shape, but 
of slightly larger calibre, increasing the calibre with each new 
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tube until the full dilatation was obtained. Dr. Rogers had 
told him that the cure of such a stricture usually took from two 
to three years, but that a permanent cure might be confidently 
expected. 


POPLITEAL ANEURISM: ENDO-ANEURISMORRHAPHY 
(OBLITERATIVE). 

Dr. PEcK presented a married man, 33 years old, a painter 
by occupation, who was admitted to the Roosevelt Hospital on 
February 2, 1911, complaining of a tumor in the right popliteal 
region. Six weeks before admission the right foot and leg became 
swollen, and he had noticed for the first time a swelling in 
the popliteal space. This had not been painful excepting for 
slight pain back of the knee when the leg was fully extended; 
it was slightly tender. He denied a specific history, but the 
Wassermann reaction was positive. There was no history of 
trauma. 

Upon examination the right leg was found to be swollen, the 
circumference of the right calf being 40 cm. and that of the 
left 35 cm. In the right popliteal space there was a rounded 
swelling, about two and a half by three inches in diameter, with 
expansile pulsation, systolic thrill, and a loud bruit. 

A Matas-Moskovitz test of the collateral circulation, com- 
pressing the femoral over the pubic arch while the Esmarch 
bandage was applied from the tips of the toes to the upper 
border of the aneurism and then released, showed a return 
hyperzemic wave to the toes in three and a half minutes. As no 
suitable arterial compressor was available at this time to occlude 
the artery just above the aneurism for this test, a further test 
by the use of the Halsted metal band, placed on the femoral 
low in Hunter’s canal, was made as the first step of the operative 
procedure. 

Operation, February 4, 1911: The right leg and thigh were 
tightly bandaged with an Esmarch rubber roll from the toes to 
Scarpa’s triangle, and a tourniquet applied as high on the thigh 
as possible. The Esmarch was then removed, leaving the thigh 
and leg blanched and the aneurism stilled. The femoral artery 
was then exposed low in Hunter’s canal, and a Halsted metal 
band was applied and tightened to obliterate the lumen. The 
tourniquet was then removed. The hyperemic blush came 
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with a rush to a little below the level of the band, and then 
advanced more slowly: it reached the tubercle of the tibia in 
one minute and twenty seconds; the middle of the calf in two 
minutes, and the malleoli in about four minutes, but it was 
eleven minutes before the toes were pink, the great toe being 
still quite blanched when the operation was proceeded with. 

The tourniquet was reapplied, and with the patient in the 
prone position the aneurismal sac was laid freely open and the 
clot evacuated. The aneurism was fusiform in shape, with no 
vestige of normal arterial wall connecting the openings of en- 
trance and exit of the main vessel. A deep sacculation extended 
forward above the head of the tibia. Both openings were 
sutured with two tiers of No. 0 chromic gut, and the deeper 
portion of the sac, with the openings of small collaterals, was 
obliterated by superimposed continuous sutures of the same 
material. The redundant walls of the superficial portion were 
then brought in contact with mattress sutures of heavier chromic 
gut, and the wound was closed without drainage. 

On removal of the tourniquet before suture of the soft 
parts, hemostasis was found to be perfect. The wound over 
the artery, which had been closed by temporary sutures, was 
then reopened, the metal band was removed, and the wound 
closed by suture. Inspection of the popliteal wound after this 
procedure showed no fresh bleeding. The main wound healed 
primarily, but there was a superficial infection in the wound over 
Hunter’s canal. The collateral circulation was perfect, and the 
foot, though somewhat pale, was warm from the first. Con- 
valescence was uneventful, and the patient was allowed out of 
bed 21 days after the operation. 

Dr. Peck said that the preliminary testing of the collateral 
circulation, so strongly urged by Matas before proceeding with 
an operation which was likely to result in obliteration of a vessel, 
seemed most important. The method employed in this case might 
be unnecessary if proper apparatus was available to effectually 
compress the main vessel just above the aneurism. Nevertheless, 
this was perhaps a more perfect test. Abundant experimental 
work by Halsted, Matas, and others had shown that if properly 
applied, the bands could be put on tightly enough to completely 
occlude the artery, and could be removed at any time within 72 
hours without damage to the intima or the integrity of the vessel 
wall, 
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Dr. Peck said he thought the employment of the band for 
temporary or partial occlusion of important vessels had a field of 
usefulness which was not yet thoroughly appreciated. 


RADIOGRAPHS AFTER GASTRO-ENTEROSTOMY. 


Dr. Peck showed a number of radiographs taken by Dr. 
Edward Leaming, Attending Radiologist to the Roosevelt Hos- 
pital, illustrating the present gastric condition in patients who 
had been operated on by gastro-enterostomy after the lapse of 
various intervals. These pictures were taken after the patients 
had swallowed an emulsion of bismuth, so that the outlines of 
the stomach were clearly defined. Three radiographs were taken 
of each patient at intervals of 2, 15, and 30 minutes after taking 
the bismuth gruel. In all of the six cases presented, prompt 
emptying of the stomach through the gastro-enterostomy opening 
was shown. Bismuth showed plainly in the upper jejunum in the 
plates taken within two minutes, and after 30 minutes the 
stomach was nearly emptied. 


FRACTURES AND DISLOCATIONS TREATED BY THE OPEN 
METHOD. 

Dr. A. V. S. LAmBeERT showed a series of these cases, in 
which the technic employed by him differed somewhat from any 
he had seen described. The holes in the bones were made by 
means of a twist drill, such as is used by metal workers. This 
cut a clean hole in the bone, and did not cause a crushing of the 
trabeculz alongside of the hole, as did the ordinary bone drill. 
This twist drill was accurately graded for the proper sized screw, 
and made a hole the exact size of the shank of the screw. He 
then used a tap, which, being made of very highly tempered steel 
and provided with a sharp cutting edge for the thread, cut a 
groove or thread in the bone at the sides of the drill hole, and 
here again all crushing of the trabecule was avoided. The 
machine screws that were used had the same thread as that of the 
tap, and were very easily inserted with scarcely any friction or 
resistance until the final twist was given to them in screwing 
them tight to hold the plate. These screws, when applied in the 
above manner, had a greater holding power than did the wooden 
screws so universally used. The speaker said he used a No. 6 
machine screw with a 30 thread, in the smaller bones, and a 
No. 8 machine screw with a 24 thread, for the larger bones. 
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Dr. Lambert said that this series of cases was treated at 
the Roosevelt Hospital, in the service of Dr. Charles H. Peck. 

Case I.—Fracture of the shaft of the femur, upper third. 
Fracture of the shaft of the tibia and fibula, middle third. Open 
reduction. This patient was admitted to the hospital on Sep- 
tember 14, 1909, with the following history: On June 29, 1909, 
ten weeks before admission, he was in an automobile accident 
and fractured both bones of the leg and also his femur. He was 
treated by splints, traction motion, and other means, but at the 
end of treatment he had no union in any of the fractures, and 
there was four inches shortening. 

On September 15, 1909, he was operated on by Dr. Lambert, 
and the tibia and femur were placed by means of aluminum 
plates and machine screws. It required considerable traction 
and manipulation to overcome the four inches of shortening. 
The wound was closed without drainage and healed by primary 
union. The splints were removed at the end of twelve weeks, 
when union was firm and the position of the fragments was 
perfect. 

Case II].—Fracture of the shaft of the femur, middle third. 
This was a girl, seven years old, who was admitted to the 
hospital on May 4, 1910, with the following history: On the 
day of admission she was knocked down by an automobile and 
sustained a fracture of the left femur. After traction for two 
weeks there was still two inches of shortening, and the X-ray 
showed pronounced displacement. 

Operation, May 18, 1910: An aluminum plate was fastened 
to the bone by machine screws. During the manipulation, a 
small fragment of bone was broken off from the upper end of 
the lower fragment. The wound was closed without drainage, 
and healed by primary union. The cast was removed at the end 
of the sixth week, when union was complete and the fragments 
in perfect position. 

Case III.—Fracture of shaft of the femur, middle third. 
The patient was a girl, ten years old, who was knocked down 
by an automobile on the day of admission, sustaining a fracture 
of the femur. After two attempts at reduction, the X-ray showed 
an oblique fracture, with small fragments and comminution, 
and one inch overriding. 

Operation, December 3. 1910: The fragments had an oblique 
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Skiagraph showing amount of displacement of lower fragment of radius. Lateral view. 














Lateral view. Fracture reduced and fragments fixed by plate and screws. 











Fic. 3. 





Skiagraph giving anteroposterior view of fracture of lower end of radius, before operation. 
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Anteroposterior view after reduction by open operation and fixation by plate and screws. 
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line of fracture, and a small fragment from the posterior surface 
of the upper fragment made it possible to approximate the 
anterior edges only, leaving a gap on the posterior surface. 
With the aluminum plate and machine screws, the fragments 
were held in good position. The wound was closed without 
drainage, and healed by primary union. The cast was removed 
on January 3, 1911, when union was found to be complete. 

Case 1V.—Fracture of the shaft of the femur, lower third; 
ankylosis of the knee-joint: open reduction. 

The patient was a woman, 41 years old, who was admitted 
on January 7, 1910, with the following history: Three days 
previous to admission she slipped on the icy pavement and fell; 
her right leg, which had been ankylosed for 33 years, bent under 
her, and she felt the bone break above the knee. Examination 
showed a fracture of the lower third of the left femur, with 
crepitus and false point of motion. The lower fragment was 
found posterior to the upper. The knee was ankylosed to an 
angle of 150°, and showed a slight posterior subluxation of 
the tibia. 

The patient was anesthetized on January 8, 1910, and again 
six days later, and on both occasions an ineffectual attempt was 
made to bring the fragments into position and to maintain re- 
duction with a plaster cast and spica. The great difficulty en- 
countered in maintaining reduction was the ankylosed knee. 

Operation, January 19, 1910: The parts were exposed, and 
an aluminum plate was fastened to the bone with machine screws. 
The wound was closed without drainage and healed by primary 
union. The cast was removed after eight weeks, when perfect 
union was found to exist. 

CasE V.—Old fracture of the lower extremity of the radius. 
Colles. The patient was a man who was admitted to the hospital 
on February 13, 1911, with the following history: Six months 
prior to admission he fell, fracturing his forearm just above the 
wrist. It was immobilized for two weeks, and since then he had 
limited motion and a painful wrist. There was a marked “ silver 
fork” deformity of the left wrist (Figs. 1, 2, and 3), with a 
point of tenderness over the outer side of the radius, one inch 
above the wrist-joint. No crepitus; no false point of motion. 

Operation, February 17, 1911: Two incisions were made, one 
over the postero-external aspect, and a second over the antero- 
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external aspect. The impaction was broken up with difficulty, 
and reduction was accomplished only after prolonged traction, 
manipulation, and division of the periosteum and callus on the 
posterior surface. The two fragments were in contact only 
along their anterior borders, as there was a loss of substance on 
the posterior portion of the lower fragment, due to crushing 
following the impaction. 

A plate of aluminum having a curve corresponding to that 
of the normal anterior surface of the radius was firmly screwed 
to the two fragments by means of four machine screws. (Figs. 
4,5 and 6.) The wound was closed without drainage and healed 
by primary union. Function now is only slightly restricted in 
supination, otherwise normal. 

Case VI.—Forward dislocation of both bones of the elbow: 
open reduction. The patient was a boy who was admitted to 
the hospital on December 17, 1910, with the following history: 
Fifteen weeks previous to admission he fell during an epileptic 
seizure, striking his right side and dislocating his left elbow, 
both bones being displaced backwards. The dislocation was re- 
duced in the accident room. A month later he had a similar 
injury, which was reduced by a private physician. Five weeks 
ago he again fell, striking on his left elbow and injuring it for 
the third time. This was treated by a private physician, who 
said he reduced it and then placed the arm in a plaster splint. 

Upon his admission to the hospital, it was found that the 
patient was unable to flex or extend the forearm. Pronation 
was possible to a limited degree, and supination was very limited. 
There was also ulnar nerve paralysis. The lower end of the 
humerus was readily palpable beneath the skin on the posterior 
aspect of the arm. The bones of the forearm could be made out 
anteriorly (Fig. 7), but their anatomical landmarks could not 
be identified distinctly on account of the overlying soft parts. 

Operation: The orbicular ligament was found unruptured ; 
the triceps was only partially detached from the olecranon, and 
was stretched very tensely over the inner border of the humerus. 
The ulnar nerve was not seen during the operation. The internal 
epicondyle, which was detached from the humerus and attached 
to the coronoid of the ulna, was removed. The bones were 
then replaced, and the wound closed without drainage. It healed 
by primary union, and passive motion was commenced on the 
ninth day. 
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Epithelioma of lip before operation. 





Result of plastic operation for replacing a lower 
lip which had been removed by operation. 
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The patient now had complete flexion, supination, and prona- 
tion, but: extension was limited to 170°. The ulnar nerve 
paralysis was still present, and showed no improvement. 


PLASTIC OPERATION FOR REPLACING A LOWER LIP WHICH 
HAD BEEN REMOVED FOR CANCER. 

Dr. CHARLES N. Dowp showed a man whose entire lower 
lip had been removed for epithelioma six months previously. 
He was shown to illustrate the advantage of replacing the defect 
by flaps drawn forward from the lower part of the face on each 
side. The method was described several years ago (The Medical 
Record, Feb. 20, 1897), and the results obtained by it had been 
excellent, several of the patients having gone a number of years 
without recurrence. Good access was obtained to the submaxil- 
lary regions, from which the lymphatics were carefully removed. 
Sufficient skin to cover the defect was slid forward from the 
sides of the face, and the mucous membrane for forming the 
vermilion border of the lip came from the inner side of the 
cheeks. Redundant tissue was removed by taking a wedge- 
shaped piece at the nasolabial fold. 

The patient's appearance before and after operation was 
shown in the accompanying photographs. (Figs. 8 and 9.) 


SEPTIC KNEES (THREE CASES). 


Dr. CHARLES N. Dowp showed three cases to illustrate the 
two following points in the treatment of suppurating knee-joints : 
(1) that in certain instances, drainage through small incisions 
was more desirable than an extensive operation; (2) that if 
the cutting of the patellar ligament and a wide exposure of the 
joint were deemed wise, ankylosis did not necessarily follow 
in children. 

Case I.—The patient was a fairly robust man, who 
was subject to pharyngeal inflammations and had a peritonsillar 
abscess, which was incised May 16, 1910. He was admitted to 
the Roosevelt Hospital on May 22, and remained on the surgical 
division for four days, running a high temperature. He was 
then transferred to the medical division and treated for a pneu- 
monia which had developed. On June 3 he was sent back to 
the surgical division for the treatment of a suppurating knee- 
joint. 
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Under these conditions, Dr. Dowd said, some surgeons would 
have advised opening the joint very widely, washing it out, and 
establishing thorough drainage; others would make a very small 
incision for drainage, and carefully avoid doing other injury or 
violence to the joint. Again, others would aspirate the pus and 
inject some antiseptic fluid. 

Dr. Dowd said he was guided in his procedure by the general 
condition of the patient. Although he had shown three foci of 
infection, the peritonsillar abscess, slight pneumonia, and sup- 
puration of the knee, he did not look very septic. His tem- 
perature, which at first had for several days been about 104°, 
had fallen to 100.8°, and his pulse was 80. It seemed wiser to be 
guided by this than by his multiple foci of infection, or by the 
fact that streptococci had at first been found in the blood and 
in the pus from the knee. Therefore, under nitrous oxide 
anesthesia, a small incision was made in each side of the joint. 
Coagulze, which were seen within the joint, were not even dis- 
turbed, the margins of gauze strips were inserted within the 
synovial incisions, an absorbent dressing was applied, and the 
leg immobilized. 

Drainage was obtained with the minimum of traumatism in 
the belief that the patient could thus fight his sepsis better than 
he could if his knee received too much trauma, somewhat as we 
find that appendix cases do better when the general peri- 
toneum is not unnecessarily disturbed. 

The patient’s convalescence was slow, but he had far less 
suffering than patients with septic knees usually had. He left the 
hospital at the end of two and a half months with his wounds 
healed and his knee stiff, but permitting a few degrees of motion 
(about 15°). During this period, another evidence of his 
septicemia had appeared in the shape of an abscess in the neck, 
which contained streptococci, and which had been incised and 
had healed. 

Since last September the patient had been at work most of 
the time. His knee had been baked a good deal, and he now 
walks very well, holding his leg fully extended and having 20° 
of voluntary flexion in the knee-joint. 

Case II.—This was a strong negro, 32 years old, who on 
June 30, 1910, was shot diagonally through the leg, the bullet 
grazing the knee-joint and going through the tibia. When he 
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came to the hospital, ten days later, he had a suppurating 
bullet wound, and the knee was distended with streptococcic 
pus. His temperature was 103.8°, pulse go. 

On exploring the bullet wound, it was found that this was 
the cause of at least a large part of his symptoms, and silkworm 
gut strands were accordingly passed through the bullet track in 
the bone to secure suitable drainage. The problem which he 
presented was similar to that of the preceding case, as he had 
a suppurating knee-joint and symptoms due in part to that and 
in part to other lesions. The joint was therefore drained with 
the minimum of tissue disturbance, and the leg was immobilized. 

The subsequent illness in this case was more trying than 
that of the first patient, but his symptoms were due to infection 
about the joint and the bullet wound, not to inflammation within 
the joint. At the end of four weeks, in spite of most careful 
dressing and efforts at drainage, there was so much bogginess 
of the leg and the constitutional evidences of sepsis were so 
pronounced that a second operation was done. Much periarticu- 
lar inflammation was present, and there was a posterior abscess 
which burrowed above the popliteal space. In order to avoid 
possible error concerning the knee itself, a cut was made across 
the patellar ligament and the joint was inspected and found to 
be in excellent condition. Its upper part was filled in with 
granulation tissue and almost obliterated; there was no pus be- 
tween the bones or in the posterior part of the joint, and the 
bones were in good condition. 

The leg was immobilized in flexion, with the patella laid 
upward, but after six days it was straightened without resection 
of the bone, and healing slowly followed. The wide exposure 
of the joint was made as a diagnostic safe-guard, but the absence 
of intra-articular inflammation and the prompt relief which fol- 
lowed drainage of the periarticular abscesses indicated that this 
exposure served no other good purpose. The patient’s con- 
valescence was slow but uninterrupted, and he left the hospital 
two and a half months after his admission. He had received 
massage and baking since, and now had a straight leg with 
ankylosis of the joint. 

Dr. Dowd said the treatment of these cases by simple incision 
was entirely in accord with the teachings of Peck (ANNALS OF 
SurGErY, vol. xlv, p. 409) and Mayo (Loc. cit., vol. xxi, p. 37), 
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who had, under certain conditions, advocated the division of 
the patellar ligament in order to secure abundant drainage. Dr. 
Peck particularly drew attention to Flint’s studies, with his re- 
port of 62 cases of suppuration of the knee, with 89 per cent. 
of recovery after various procedures, and he reserved the trans- 
verse operation for those cases that had been suffering for a 
long time, and whose infection had been severe from the onset 
and in whom the joint was disorganized. The transverse drain- 
age, however, was so attractive a procedure that there might 
possibly be a tendency to use it in patients who would do better 
by the simple drainage. 

CasE III.—Dr. Dowd said this case illustrated the possibility 
of obtaining good motion after severe suppuration and extensive 
surgical procedure in the joints of children. This patient had 
already been shown at a meeting of the Society on March 24, 
1909, when he had partially regained his power of motion, and 
he was now shown with a degree of motion which was remark- 
able. In November, 1908, when he was six years old, a trans- 
verse incision was made into the knee-joint for a very virulent 
infection (ANNALS OF SuRGERY, vol. 1, p. 482). The leg was 
immobilized in flexion, with wide drainage of the joint, and 
was straightened without bone resection three weeks later. Four 
months afterwards, when the patient was presented before the 
Society, he walked fairly well, having about 30° of motion. In 
the intervening two years he had played about, as boys generally 
did, and had had no definite treatment. He was now able to walk 
and run so well that one could not distinguish that he had 
ever had a knee-joint operation. He was able to extend the 
leg almost to the normal position, and had at least 50° of volun- 
tary motion (see Figs. 10 and 11). He walked and ran without 
limping, and stated that he did not become unduly tired. The 
patella was situated one inch higher than that in the opposite 
knee, but this did not seem to occasion him any inconvenience. 


CHOLELITHIASIS; LIVING TYPHOID BACILLI FOUND IN 
GALL-STONES THIRTY-TWO YEARS AFTER THE FEVER. 
Dr. CHARLES N. Down presented a man who was admitted 
to the Roosevelt Hospital in August, 1910, having had attacks 
of biliary colic for 20 years. He gave a history of having had 
typhoid fever 32 years ago. 
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Result of transverse incision and drainage 
for severe suppuration. 
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At operation, two large gall-stones were removed, one and 
a quarter inches in diameter, together with several small ones. 
As living typhoid bacilli had so frequently been found within 
gall-stones, one of the larger stones was sent to the laboratory 
for bacteriological examination. From its interior, cultures of 
living typhoid bacilli were obtained, which grew in the char- 
acteristic manner. Of course, no one could tell the exact time 
when they had formed the nidus of the gall-stone, but the period 
must have been a very long one. 

This case, the speaker said, offered another example of the 
long persistence of the living typhoid bacilli in the gall-bladder. 
The’ long viability of these bacilli had been so often demon- 
strated that this instance, remarkable as it was, did not occasion 
so much surprise as it otherwise would. The prolonged duration 
of typhoid contagion in typhoid carriers was a matter of general 
knowledge. The Health Department of this city had recently 
traced a case back 47 years, and Lenz (Clinical Jahrbuch, 1905. 
vol. xiv, p. 475) had related a case where it persisted 42 years. 


POST-OPERATIVE DEVELOPMENT OF HYPERPLASTIC 
LYMPH-NODES. 

Dr. CHARLES N. Down presented a child who was operated 
upon three years ago for tuberculosis of the cervical lymph-nodes. 
The subparotid nodes were extensively involved in the tubercu- 
lous inflammation, and they, together with those of the internal 
jugular and posterior cervical chains, were removed in the usual 
way. 

The patient was shown to illustrate the development of 
hyperplastic nodes which frequently came after extensive lymph- 
node operations. It was not unusual to find a few small nodes, 
the size of peas or small beans, at the margins of the operative 
-area. Dr. Dowd said he had watched such nodes, in many 
instances, for a number of years, and had found that they re- 
mained almost quiescent, sometimes subsiding and very rarely 
increasing in size. At times, the physicians and the patient’s 
friends were anxious about them, but they were so seldom tuber- 
culous that they had not often been removed, and when such 
nodes had been removed, microscopic examination had usually 
shown them to be non-tuberculous. 

The patient shown by Dr. Dowd was a child, who a year 
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and a half after his operation developed caries of a tooth, and 
later, inflammation in the surrounding tissues. Last November, 
he came to the hospital with a bean-sized node directly in the 
locality from which the lymphatics had been removed in the 
previous operation. Fearing that it might indicate a recurrence 
of tuberculosis, it was removed. Both macroscopic and micro- 
scopic examination, however, failed to show any evidence of 
tuberculosis. The node had apparently developed in response 
to the tooth infection, forming a lymphatic protection. It showed 
the same kind of enlargement which lymph-nodes ordinarily 
showed in the vicinity of simple pyogenic infection. 

The development of these nodes corresponded to what we 
would expect and what had been learned from animal experi- 
mentation, for it was beyond doubt that lymphatics had good 
power of regeneration, and that they thus met the demands 
which were put upon them. 


OMENTAL CYST. 
Dr. Cuarces N. Down read a paper with this title. 


SOME OBSERVATIONS UPON THE SURGERY OF 
THE URETER. 
Dr. GeorcE E. Brewer read a paper with this title, for which 
see page 827. In connection with his paper, Dr. Brewer showed 
a number of cases illustrating the same. 








TRANSACTIONS 


OF THE 


PHILADELPHIA ACADEMY OF SURGERY. 


Stated Meeting held February 6, 1911. 


Dr. Gwitym G. Davis in the Chair. 


DISJUNCTION OF UPPER EPIPHYSIS OF ULNA. 


Dr. PENN G. SKILLERN related the history of a boy aged 9 
years who presented himself at the surgical dispensary of the 
Children’s Hospital September 10, 1909, with the history of a 
fall from a height of 10 feet onto his left elbow. In the absence 
of Dr. Ashhurst he was examined by Dr. Skillern, who discovered 
moderate pain, moderate swelling about the elbow, and localized 
tenderness at the upper extremity of the ulna. At this point a 
small fragment corresponding to the olecranon tip could be 
grasped and moved from side to side. Between this fragment and 
the triangular subcutaneous surface of the olecranon was a de- 
pression admitting the tip of the little finger, which was rendered 
more distinct on flexing the forearm and diminished by extending 
it. Approximation of the fragments in complete extension elicited 
muffled crepitus. The arm was splinted in complete extension 
and the epiphysis held in juxtaposition with the bone by an 
adhesive strip. A skiagram revealed disjunction with slight 
mesial displacement of the upper epiphysis. (Figs. 1 and 2.) 

Dr. Skillern said that this injury is not mentioned in the text- 
books or in the literature of surgery. It is, however, referred to 
in Piersol’s “ Anatomy ” (p. 285), and receives full consideration 
in Poland’s work on “ Traumatic Separation of the Epiphyses ” 
(p. 457), in which it is stated that: “ the olecranon epiphysis is 
but a small process, occupying little more than a third of the 
whole olecranon at about the tenth year. In this cartilage ossifica- 
tion appears at the summit of the olecranon as a single nucleus 
usually at this period—in rare cases a year or two sooner—and 
rapidly invades the whole. In the fully ossified state, at the 
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fifteenth year, the epiphysis comprises the upper aspect of the 
olecranon with the insertion of the triceps, part of the attachment 
of the posterior ligament of the elbow-joint, and a small portion 
of the upper part of the triangular subcutaneous surface pos- 
teriorly; on the inner side it is above the tubercle for the flexor 
carpi ulnaris. The epiphyseal line slopes obliquely downward and 
backward from the articular surface in front, viz., the upper part 
of the sigmoid cavity. The epiphysis unites with the shaft at 
the seventeenth year. 

“In regard to age, separation of the whole cartilaginous 
upper end of the ulna is possible only before the eight year or 
thereabouts, and pure separation of the olecranon epiphysis can 
only occur from about the tenth year to the seventeenth or 
eighteenth, the time of junction with the epiphysis. The rarity 
of this injury in children, as compared with fractures of the 
olecranon process in adults, may be accounted for to some extent 
by the small size and less prominent projection of this process in 
the former. The posterior aspect of this epiphysis in children 
before the fourteenth year is on a plane anterior to that of the 
epicondyles and posterior aspect of the diaphysis of the humerus 
when the elbow is at a right angle. Consequently, in falls upon 
the elbow and in other injuries, the force of the blow is much 
more likely to be received by the epicondyles than by the ole- 
cranon. 

“The injury is commonly caused by a fall upon the back of 
the elbow while the elbow is in a flexed position, or by some other 
direct blow. From indirect violence, either extreme flexion or 
hyperextension of the elbow may cause disjunction. As for 
muscular action, it is questionable whether in children violent 
contraction of the triceps brachii is sufficiently powerful to detach 
this process, unless it be combined with one or other of the 
causes mentioned above.” 

The symptoms, prognosis, and treatment of this disjunction 
do not differ essentially from those of fracture of the olecranon. 

Even fractures of the olecranon before the fifteenth year are 
rare. Thus, in the table of 2705 fractures treated at the Middle- 
sex Hospital during sixteen years inserted by Flower and Hulke 
in Holmes’s “ System of Surgery ” (1881, vol. i, p. 845), 76 of 
the 2705 were fractures of olecranon, and of these 76, 10 occurred 
before the fifteenth year. The diagnosis of disjunction in this 
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case was suggested by the fact that the patient was in the 
epiphyseal age,—an important consideration, since, as Poland 
states, the annual surgical reports of several of the London 
hospitals mention in their statistics numerous cases of fracture 
of the olecranon before adolescence, many of which were probably 
examples of epiphyseal separation. The point may be raised that 
here, in the case of the olecranon, it is rather an affair more of 
academic interest than of practical import whether disjunction 
or fracture has occurred, since in disjunction the growth of the 
ulna is not interfered with. Yet the speaker thought that many 
epiphyseal disjunctions in children, especially where no skiagram 
is made, are mistaken for fractures, and that on the whole it is 
far better to recognize disjunctions than to stop short of further 
investigation and diagnose and treat as a fracture. His own 
working rule in this respect is that since all minors are in the 
epiphyseal age, severe injuries about the joints should be con- 
sidered epiphyseal disjunctions until proven otherwise. It is well 
known that epiphyseal disjunction is more apt to occur than 
dislocation in childhood, because the epiphyseal unions are weaker 
than the articular. He believes that in the future epiphyseal 
disjunctions should be accorded a more prominent place in the 
text-books than at present. The accompanying sketch (Fig. 3), 
made by Mr. Erwin Faber, of an ulna from a child aged fourteen, 
shows just how much of the olecranon is formed by the upper 
epiphysis. 

Examination of the patient at the present time, eighteen 
months after the injury, reveals perfect function of the elbow- 
joint. 


LAMINECTOMY. 


Dr. GeorcE P. Mutter read a paper with this title, reporting 
six cases, for which see page 754. 


THE RATIONAL TREATMENT OF ACUTE APPENDICITIS. 


Dr. Joun B. DEAvER read a paper with this title, for which 
see page 708. 

Dr. JoHN H. Gipson said that the figures of Dr. Deaver 
point to the value of the Ochsner method of treatment after 
peritonitis is established. In only a limited number of cases had 
he himself pursued this policy. It may be of interest in this 
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connection to take the cases of acute appendicitis (all chronic 
cases being excluded) occurring in the Pennsylvania Hospital 
during the past two years, and see what results were obtained 
there. As a general rule all cases were operated on within a 
few hours, excepting abscess cases. In considering the mortality 
of this class of cases it is necessary to include the mortality 
of cases dying without operation. 

These cases had been tabulated by Dr. Billings. These 
operations have probably been performed by eight different sur- 
geons, comprising the surgical staff of the hospital. 

There were 40 acute cases with acute symptoms; nothing 
outside; no pus. All recovered, being operated upon in an 
average time of 134 hours after admission. These all come within 
the 36-hour period. Next, serious acute cases, suppurative, with- 
out definite abscess wall; 33 of these operated on; average time 
after onset 2% days; all recovered. Thirty-five cases of 
appendiceal abscess with well-defined wall and cavity, but no 
diffuse peritonitis; average time after onset 5 days; all recov- 
ered. Of the acute gangrenous cases, there were 39 of these, 
average time after onset of disease being 2 days. All were 
operated on within 2 or 3 hours after admission, and all re- 
covered. Of the acute gangrenous cases with perforation of the 
appendix and general peritonitis, the mortality was high. There 
were 56 such cases with 43 recoveries and 13 deaths; average 
time after onset of condition was a little over 3 days. Only two 
patients died of intestinal obstruction, an important point. 

Dr. Gibbon hesitated from these figures to take the ground 
that the Ochsner treatment ought not to be employed; in fact 
he did employ it, though not so extensively as has Dr. Deaver. 
His feeling was that all acute cases of appendicitis should be 
operated on practically at once. Where there is a diffuse peri- 
tonitis, evidenced by clinical symptoms, these cases should be 
operated upon if within 36 to 48 hours of onset. Of course, the 
patient’s condition must be taken into consideration. Murphy’s 
statistics are striking, he reporting 40 cases of acute perforative 
peritonitis with but one death, but these were all operated upon 
within the first 24 or 36 hours of onset. The crux of the matter 
with hospital surgeons is, what should be done with cases two 
or three days old? Here a selection must be made which must 
be the result of individual surgical experience. There is no 
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question that the mortality to-day is nothing like it was four 
or five years ago, largely due to the fact that the profession 
is now beginning to learn that purgation is unwarranted, and 
that surgeons are realizing that the less traumatism they make, 
the sooner they get out of the abdominal cavity and establish 
drainage and enteroclysis, the more chance will their patients 
have of recovery. 

Dr. Epwarp Martin said that Dr. Deaver implied by his 
remarks that the diagnosis of appendicitis can always be made. 
There are exceptions to this which he had seen on the part of 
most careful practitioners and also on the part of careful sur- 
geons. 

He had never seen a case of appendicitis so ill that operation 
was postponed or foregone because it was a desperate chance. 
That these cases of acute toxemia occasionally will recover 
without operation, he acknowledged, but his experience had been 
that they recover more speedily after surgical intervention. Sur- 
geons learned years ago from Dr. Deaver to operate the first 
minute, or the first hour, or the first day that the diagnosis 
was made, the single therapeutic indication in appendicitis 
always being operation. A good many lives have been saved by 
pursuing this policy, and the one which he advocates now con- 
stitutes a complicating and confusing addendum to a teaching 
which admitted of no misunderstanding. 

With regard to the use of morphine, he heartily agreed with 
Dr. Deaver that it is to be avoided if possible, but he has the 
great bulk of surgeons, especially those who have had their 
abdomens opened, against him. All of them, even the most rabid 
antimorphinists, have become converted, when they themselves 
were suffering from post-operative pangs, and because of the 
good results from its use many surgeons have become adherents 
to its routine employment. 

Dr. JoHN H. Jopson recalled a former pamphlet by Dr. 
Deaver entitled ‘‘ Walled Off,” in which he called attention to 
the danger of allowing appendiceal cases to reach the abscess 
stage. His early observations of patients treated by this method 
were made in Dr. Deaver’s wards at the German Hospital. 

Later in his own service at the Presbyterian Hospital, he 
was accustomed to seeing one of his colleagues treating patients 
on the Ochsner plan, and he saw many recoveries with and with- 
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out operation, some patients, indeed, refusing operation and leav- 
ing the hospital apparently well. He therefore had been adopting 
this plan of late in cases similar to those mentioned by Dr. 
Deaver, and with most satisfactory results. . 

Dr. GEoRGE G. Ross commented upon Dr. Deaver’s claim 
that peritonitis and appendicitis should be treated as separate 
conditions, no matter whether the peritonitis follows a perforated 
appendix or not. Dr. Deaver has always, and does to-day 
advocate, the taking out of the appendix. He believes that 
every appendix that has once been inflamed should come out, 
but also believes that judgment should be exercised as to the 
proper time at which to remove such an appendix. In peri- 
tonitis there is a different problem. Some cases never need 
operation, and do not come to it. For instance, consider the 
number of cases of pelvic peritonitis with more or less diffusion 
of fluid above the ileopectineal line, due to pyosalpinx when both 
the peritonitis and the tubal infection subside. He knew of 
one case which had a violent diffuse peritonitis in which the 
tubes discharged themselves through the uterus. The woman 
subsequently became pregnant and bore a child at full term. 
Perforative peritonitis sooner or later will come to operation. 
There are some cases of appendicitis where the perforation 
occurs at the base of the appendix, or where the appendix is 
behind the cecum with the tip in the pre-kidney fossa, when 
the infection is into the retroperitoneal space and directly 
into the lymphatic system; very few if any such cases recover. 
This space cannot be drained and the poison is taken up so 
readily and so rapidly that the patient has practically no chance 
of recovery. He felt more apprehension with an abscess behind 
the cecum causing pressure necrosis than he did with the 
general peritoneal cases. 

Dr. JoHNnN H. Gipson recalled a case seen by him some 
months ago. The patient was a girl 14 years of age, who was 
taken sick in Brooklyn and had been ill for three days before she 
was brought to the Jefferson Hospital. She had an abdomen 
tender, not distended, but rigid. She had been vomiting; had 
a very high leucocyte count, and fever. Appendicitis with gen- 
eral peritonitis seemed the more likely diagnosis, and appendicitis 
had been the original diagnosis made in Brooklyn. When he 
opened her abdomen he found a lot of bloody exudate and a 
gangrenous ovarian tumor with a twisted pedicle. 
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If he were to see another such case now, he did not believe 
he could differentiate it from one of acute appendicitis. Now 
had he pursued the plan of waiting for a few days in this case, 
he felt confident the patient would have died. After the opera- 
tion she made a good recovery. 

Dr. GwityM G. Davis remarked, with regard to the difficulty 
in diagnosis, that attention should be called to those cases in 
which the appendix lies in the pelvis, and as it becomes inflamed 
the pus passes up underneath the small intestines, works over 
the bladder, and up the left side; there is then an inflamed 
mass covered with small intestine; such a condition obscures 
the diagnosis and renders the treatment very difficult. 

Dr. GeorGE P. MULLER thought that in the consideration of 
the indications for this method of treatment too much attention 
is paid to the pathology of the disease. Some who had spoken 
had referred to the dangers of the posterior position, to the fact 
that perforations near the base are more dangerous than those 
near the tip, etc. It is impossible to diagnose the pathology 
of appendicitis with any degree of certainty until the abdomen 
has been opened, nor did he think that surgeons should accept 
a certain number of hours as the time limit indicating post- 
ponement of operation. What is needed is to find some method 
by which the resistance of the particular patient can be estimated, 
so as to determine whether his abdomen should be opened at 
once or whether delay would enable him to recover from the 
infection. Mikulicz was engaged upon this subject at the time 
of his death, and some effort has been made by the use of the 
so-called “ vaccines’ to increase resistance, but nothing promis- 
ing has as yet been brought forward. 

Dr. JoHN B. DEAveR, in closing, said that the best working 
rule is that which gives the best results in the majority of cases. 
He did not wish for one instant for any one to believe that 
every case of appendicitis operated upon by him was diagnosed 
as such before operation. He had committed Dr. Gibbon’s error 
in children as well as in adults, and there are other conditions 
to which he could also call attention, but his paper was not on 
the diagnosis but on the treatment of acute appendicitis. 

In the first edition of his book on appendicitis he urged that 
every case of appendicitis, whether or not complicated by peri- 
tonitis, should be operated upon. He had now learned better. 
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The mortality at the German Hospital under his present treat- 
ment as compared with that under former methods is exceedingly 
gratifying, and he attributed the better results to the present 
method of treatment and to the better diagnostic powers gained 
through experience. 

He quite agreed that the decision regarding whether or not 
to wait in cases of acute appendicitis should be made only by 
the surgeon. 

With regard to Dr. Muller’s remarks, he considered his 
suggestion an important one, for the resistance of the patient 
is the whole secret of this treatment. If he is not in a condition 
to withstand the toxemia, then waiting will do no good, but 
harm. The bulk of patients, on the other hand, who get well 
without operation, assuming that the diagnosis is correct, may 
not have withstood the ordeal had surgical interference been 
instituted. 

The question of the time of appearance of the peritonitis 
can only be calculated from the character of the pain. His 
rule is not to calculate the peritonitis from the onset of the 
disease, but from the onset of the most severe pain. In the 
majority of cases of acute appendicitis during the first hours 
the pain is general, then there is a history of sharp pain imme- 
diately followed by diffuse soreness of abdomen, etc., although 
this is not absolute. 

Dr. Gibbon referred to the question of intestinal obstruction. 
Formerly the average number of cases of this condition at the 
German Hospital was about one in 50 or 60; one year they had 13 
obstructions. Now in 1910 there were only two cases of in- 
testinal obstruction, so that would refute the belief that the 
line of treatment recommended predisposes to obstruction. 
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teal Aneurism, 861. 

Epithelioma of Lower Eyelid, 300. 

ERDMANN, JoHN F.: Avulsion of 
the Tubercle of the Tibia, 431; 
Bilateral Pneumococcus Mastitis, 
726; Calcified Deposit in Mesen- 
tery Gland, 853; Carcinoma of the 
Stomach, 727; Hemorrhagic Pan- 
creatitis, 435; Partial Gastrec- 
tomy for Carcinoma of the Py- 
lorus, 728; Pyloric Stenosis from 
Ulcer, 727; Six Abdominal Sec- 
tions in One Patient, 728; Stab 
Wound of the Heart, 727. 

Eserin, Value of, in Paralytic Ileus, 
129. 

Exophthalmic Goitre, Partial Thy- 
roidectomy for, 422. 

Exstrophy of the Bladder, 135. 

Eyelid, Epithelioma of the, 300. 
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Fauntetroy, M. A.: Posterior Gas- 
tro-enterostomy Three Years Af- 


ter Anterior Gastro-enterostomy, 
53: 

Fecal Continence, Restoration of, 
after Iliac Colostomy, 250. 

Femoral Hernia in the Aged, Radi- 
cal Cure of, 676. 

Femur, Fracture of, Treated by 
Intramedullary Splint, 541; Treat- 
ed by Operative Method, 732; 
Fracture of the Neck of the, Ab- 
duction Treatment of, 489; of the 
Shaft of, 499, 586; Sarcoma of 
the, 288. 

Foote, Epwin M.: Tumor of the 
Tongue, 843. 

Forearm Fracture Treated by Bone 
Plating, 571. 

Fracture of the Femur Treated by 
Operative Method, 723; of Fore- 
arm Treated By Bone Plating, 571 ; 
of the Neck of the Femur, the Ab- 
duction Treatment of, 489; of the 
Patella, 508; of the Shaft of the 
Femur, 499, 586; of the Skull, 
Compound, Followed by Tetanus, 
548; Fractures and Dislocations 
Treated by the Open Method, 
863. 
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Gall Bladder, 14,000 Calculi Re- 
moved from, at One Operation, 
500; Importance of Preserving 
the, in Operations Upon the Gall 
Passages, 349. 

Gall-stones, Living Typhoid Bacilli 
Found in, Thirty-seven Years Af- 
ter Fever, 870. 

Gas Cysts of the Intestine, 576. 

Gastrectomy, for Carcinoma—Cases 
of Partial, 294, 728. 

Gastric Fistula in the Treatment of 
Perforating Gastric Ulcer, 143; 
Ulcer, Perforating, 140, 420. 

Gastro-enterostomy, anterior, fol- 
lowed Three Years Later by Pos- 
terior, 53; Radiographs for, 863. 

Gastrostomy as a Curative Measure 
per se in Non-Malignant Stric- 
tures of the CXsophagus, 318. 
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Gerster, ArPpAD G.: Aneurismor- 
rhapy for Popliteal Aneurism, 
538; Gastric Fistula Sequel to 
Perforating Gastric Ulcer, 143; 
Iliocecal Resection for Tubercu- 
losis, 539; Resection of Ten Ribs 
for Tuberculosis of Lung, 539; 
Treatment of Spreading Periton- 
itis, 152. 

Gipson, JoHN H.: Treatment of 
Acute Appendicitis, 875; Treat- 
ment of Fractures of the Patella, 
582; Treatment of Ureter in 
Cases of Tuberculous Kidney, 
735; Use of Eserin in Paralytic 
Ileus, 129; Volkmann’s Ischemic 
Paralysis, 580. 

Gipson, CHARLES L.; Avulsion of 
the Tubercle of the Tibia, 431; 
Disinfection of the Skin by Tinc- 
ture of Iodine, 106. 

Gipptncs, Harotp G.: Cystadenoma 
of Supernumerary Kidney, 367. 
Girrin, H. Z.: Diverticulitis of the 

Rectum, 533. 

Glanders Abscess of the Forearm, 
573- 

Goitre, Partial Thyroidectomy for 
Exophthalmic, 422. 

GREEN, NATHAN W.: Epithelioma 
of the Nose; Operation for, Under 
Intratracheal Insufflation Anzs- 
thesia, 291; Gastric Fistula in 
the Treatment of Perforating 
Gastric Ulcer, 143 
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Hands and Feet, Variations of the 
Bones of the, by Thomas Dwight, 
Review of, 160; and Fingers, Tu- 
mors of the, 290. 

Harte, RicHarp H.: Fracture of 
the Shaft of the Femur, 499; Re- 
sults after Fractures of the Shaft 
of the Femur, 580. 

HartTwELL, Joun A.: Carcinoma of 
the Sigmoid Loop, 298; Treat- 
ment of Spreading Peritonitis, 
146. 

Hart.ey, Frank: Ankylosis of the 


Jaw, 551; Interscapulothoracic 
Amputation, 556; Nerve Implan- 
tation, 555; Removal of Fluids 
from Peritoneal Cavity by Aspir- 
ation, 575. 

HawkKgEs, Forses: Acute Ulcer Per- 
itonitis in Typhoid Fever, 651; 
Tuberculosis of the Spleen, 144. 

Haynes, Irvine S.: Neurofibroma 
of the Brachial Plexus, 274; Trau- 
matic Meningocele, 268; Treat- 
ment of Spreading Peritonitis, 
ISI. 

Heart, Stab Wound of the, 727; 
Wounds of the, Operative Treat- 
ment of, 324. 

Heels, Bilateral Swelling of Both, 
855. 

Hepatitis, Acute, Simulating Stone 
in the Common Duct and Liver 
Abscess, 783. 

Hernia, Femoral, Radical Cure of, in 
the Aged, 676; Inguinal, Associat- 
ed with Undescended Testis, 301 ; 
Strangulated, Coincidence of Vol- 
vulus with, 232; Use of the Rec- 
tus Muscle in Closing Direct In- 
guinal, 568. 

Hisss, Russet, A.: An Operation 
for Stiffening the Knee-joint, 404. 

Hip-joint, Double Non-tuberculous 
Inflammation of, 426. 

HitzerotH, JAMEs M.: Abscess of 
the Forearm Due to the Glanders 
Bacillus, 573; Perforated Ulcer of 
the Jejunum, 571; Post-typhoid 
Osteomyelitis of the Radius, 574; 
Removal of Fluids from Periton- 
eal Cavity by Aspiration, 75. 

Horcuxiss, Lucius: Acute Pancre- 
atitis, 434. 

Humerus, Osteoma of the Upper 
End of the, 300, Sarcoma of the, 
286; Separation of the Upper 
Epiphysis of, Treated by Opera- 
tion, 145. 
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Ileocecal Resection for Tuberculo- 
sis, 539. 
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Ileus, Paralytic, Value of Eserin in, 
129. 

Iliac Arteries, Simultaneous Liga- 
tion of Both External, 547. 

Inguinal Hernia Associated with 
Undescended Testis, 301; Use of 
the Rectus Muscle in Closing Di- 
rect, 568. 

Injury as a Causative Factor in 
Cancer, 449, 615. 

Innominate Artery, Aneurism of 


the, 543. 
Interscapulothoracic Amputation, 
556. 

Intestinal Adenoma, 416; Stasis, 


Appendicostomy in Lane’s Op- 
eration for, 686. 

Intestine, Gas Cysts of the, 576; 
Volvulus of Small, Complicating 
Appendicitis, 120. 

Intramedullary Splint for Fracture 
of the Femur, 541. 

Intratracheal Insufflation, Anzsthe- 
sia by, 161, 291, 302, 749. 

Intussusception with Special Ref- 
erence to Adults, 169, 406. 

Iodine Catgut, Dry, 110; Tincture, 
Disinfection of the Skin by, 106. 
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JANEWAY Henry H.: An Improved 
Device for Transfusion, 720. 

Jaundice, Chronic, Caused by Pres- 
sure of Band upon the Duode- 
num, 565. 

Jaw, Ankylosis of the, 551. 

Jejunum, Perforated Ulcer of the, 
571. 

JoHNSON, ALEXANDER B.: Cases of 
Renal Calculus, 276; Chronic 
Jaundice Caused by Pressure 
Upon the Duodenum by a Band, 
565; Technic of the Operative 
Treatment of Appendicitis, 525; 
Tuberculosis of the Ureter, 563; 
Tuberculous Bursitis of the 
Thigh and Groin, 566. 

Jopson, Joun H.; Case of Sub- 
phrenic Abscess Following Ap- 
pendicitis, 129; Recent Advances 
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in Pulmonary Surgery, 503; 
Treatment of Acute Appendicitis, 
877; Use of Silver Wire in 
Treatment of Fracture of the Pa- 
tella, 583; Volkmann’s Ischemic 
Paralysis, 578. 
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KAMMERER, FREDERICK: Control of 
Hemorrhage after Suprapubic 
Prostatectomy, 429; Disinfection 
of the Skin by Tincture of Io- 
dine, 437; Treatment of Nerve 
Injuries, 291. 

Ketty, Howarp A.: Removal of 
Wedge of Skin and Fat in the 
Course of Abdominal Opera- 
tions, 364. 

Kidney, Damage done to the, by Op- 
eration, 373; Polycystic, Decorti- 
cation for, 131; Stone, Cases of, 
276; Supernumerary Cystadeno- 
ma of, 367; Tuberculous, Remov- 
al of the Ureter with, 696, 733. 

KiL1ANI, Otto G. T.: The De 
Lorme-Schede Operation for Em- 
pyema, 846; Tuberculosis of the 
Skull, 846. 

Knee-Joint, an Operation for Stif- 
fening the, 404. 

Knees, Septic, Treatment of, 867. 
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LAMBERT A. V. S.: Fractures and 
Dislocations Treated by the Open 
Method, 863. 

Laminectomy, Exploratory, 543; 
for Injury and Tumor of Spinal 
Cord, 754, 848; Unilateral, with 
Dorsal Root Section for Spastic 
Conditions, 281. 

Lane’s Operation for Intestinal Sta- 
sis, Appendicostomy in, 686. 

Larynx, Cancer of the, Cure Per- 
sisting Five and one-half Years 
after Operation, 546. 

Le Cont, Rosert G.: Use of Eser- 
in in Cases of Paralytic Ileus, 
120. 
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LILIENTHAL, Howarp: Fracture of 
the Femur Treated by Intrame- 
dullary Splint, 541; Intratracheal 
Insufflation Anzsthesia, 302; Late 
Result of Resection of Colon for 
Carcinoma, 542; Nephro-ureter- 
ectomy, 521; Vesical Calculus and 
Hypertrophied Prostate, 542. 

Link, GoETHE: Treatment of Chron- 
ic Pancreatitis by Pancreatos- 
tomy, 768. 

Lip, Plastic Operation for Cancer 
of the Lower, 867. 

Liver, Abscess of the, in a Child, 
424. 

Lonc, JoHN WeEsLEy: Importance 
of Preserving the Gall-bladder in 
Operations upon the Gall Pas- 
sages, 340. 

Lung Adherent to Subcutaneous 
Tissue, 847; Injuries, Treatment 
of, 730; Tuberculosis of, Resec- 
tion of Ten Ribs in the Treat- 
ment of, 530. 

Lusk, WILLIAM C.: Treatment of 
Innominate Aneurism by Wire 
Galvanism, 545; Lymph-nodes, 
Hyperplastic Post-operative De- 
velopment of, 871. 


MAKkINs, GreorGe HENry: Retroperi- 
toneal and Mesenteric Cysts of a 
Simple Nature, 355. 

Marro, ANDREA: Restoration of 
Fecal Continence after Iliac Col- 
ostomy, 250. 

MartTIN, WALTON: Large Intrathor- 
acic Cysts of the Thyroid Gland 
Causing Dyspnoea, 737; Partial 
Thyroidectomy for Exophthalmic 
Goitre, 422; Perforated Gastric 
Ulcer; Pneumococcus Subphren- 
ic Abscess, 420; Nephrotomy for 
Suppurative Nephritis following 
Lumbar Ureterostomy, 423. 

Martin, Epwarp: The Technic of 
Prostatectomy, 440; Treatment of 
Acute Appendicitis, 877. 
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Mastitis, Bilateral Pneumococcus, 
720. 

Matas’s Aneurismorrhaphy for Pop- 
liteal Aneurism, 538. 

Matas, RupotpH: Testing the Ef- 
ficiency of the Collateral Circula- 
tion, Preliminary to Occlusion of 
the Great Surgical Arteries, 1. 

MATTHEWS, FRANK S.: Brain In- 
jury by Contrecoup, 428; Double 
Acute Non-tuberculous Coxitis, 
426; Liver Abscess in a Child, 
424; Myeloma of the Tendon 
Sheath, 847. 

McWiiiaMs, CLARENCE A.: Per- 
forating Gastric Ulcer, 140. 

Median Nerve, Injury of, Through 
Pistol Shot Wound, 292. 

Me tzer, S. J.: Thoracotomy un- 
der Differential Pressure, 304. 

Meningocele, Traumatic, 268. 

Mesenteric Cysts of a Simple Na- 
ture, 355; Gland, Calcified Deposit 
in, 853. 

Mesentery, Chylous Cysts of the, 
692; and Omentum, Sarcoma of 
the, 139. 

Meyer, Witty: Thoracotomy and 
(Esophageal Plication for Cardio- 
spasm, 293; Treatment of Spread- 
ing Peritonitis, 153. 

Mriixer, Morris Booru: Use of Es- 
erin in Cases of Paralytic Ileus, 
120. 

Miter, Rosert T., Jr. : Coincidence 
of Volvulus and Real or Simu- 
lated Strangulated Hernia, 232. 

Moore, JAMES E.: Damage Done to 
the Kidney by Operation, 373. 

Moorhof Bone Plug, Results of the 
Use of, at the University of Min- 
nesota, 699; Bone Wax, Treat- 
ment of Bone Abscess by, 67. 

Morris, Ropert T.: Dislocation of 
the Carpal Semilunar Bone, 847; 
Lung Adherent to Subcutaneous 
Tissue, 847 ; Treatment of Spread- 
ing Peritonitis, 151. 

MoscHcow!Tz, ALExis V.: Bacteria 
Present in Peritonitis, 154; Cellu- 
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litis of the Space of Retzius, 436; 
Cure of Carcinoma of the Lar- 
ynx Persisting Five and One- 
half Years, 546; Dry Iodine Cat- 
gut, 110; Operative Treatment of 
Acute Pancreatitis, 436; Phleg- 
mon of the Space of Retzius, 291 ; 
Simultaneous Ligation of Both 
External Iliac Arteries, 547; Sup- 
purative Portal Pylephlebitis, 549; 
Tetanus Following a Compound 
Fracture of the Skull, 548. 

Mutter, GrorGe P.: Cases of Re- 
current Bilateral Fractures of the 
Patella, 584; Laminectomy for In- 
jury and Tumor of the Spinal 
Cord, 754; Treatment of Acute 
Appendicitis, 879; Use of Eser- 
in in Cases of Paralytic Ileus, 
129. 

Murray, Francis W.: Aspiration 
of Peritoneal Fluids, 575; Cyst of 
the Pancreas, 558. 

Myeloma of Tendon Sheath, 847. 
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Nasal Fossa Sarcoma, 856. 
NEILson, THoMAS R.: Selection of 
Cases for Prostatectomy, 441. 
Nephrotomy following Lumbar 

Ureterostomy, 423. 

Nephro-ureterectomy, 52I. 

Nerve Anastomosis, Use of Vein 
Cuff to Protect, 580; Implanta- 
tion, 555; Injuries, Treatment of, 
292; Suture for Rupture of the 
Brachial Flexus, 858. 

New YorK SwurGicAt_ Society, 
Transactions of the, 131, 268, 291, 
420, 538, 551, 722, 843, 854. 

Nose, Epithelioma of the, Removed 
under Intratracheal Insufflation 
Anesthesia, 201. 
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(Esophageal Plication for Cardio- 
spasm, 293. 

(Esophagus, Non-malignant Stric- 

tures of, Gastrostomy as a Cura- 

tive Measure per se, 318. 
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Omentum, Sarcoma of the, 139. 

Organoscopy, 764. 

Orthopedic Surgery, Treatise on, 
by Royal Whitman, Review of, 
444. 

Osteoma of Humerus, 300. 

Osteomyelitis of the Sacro-iliac 
Bone, I15. 

Ovary, Cystadenoma of the, 136. 
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Palate, Soft, Endothelioma of the, 
283. 

Pancreas, Cysts of the, 558. 

Pancreatitis, Acute Hemorrhagic, 
432; Hemorrhagic, Recurrent, 
566; Treatment of Chronic, 768. 

Pancreatostomy in the Treatment 
of Chronic Pancreatitis, 768. 

Paralysis, Volkmann’s Ischzmic, 
578. 

Parathyreopriva Tetania, Parathy- 
roid Implantation in the Treat- 
ment of, 305. 

Parathyroid Implantation in the 
Treatment of Tetania Parathyre- 
opriva, 305. 

Patella, Fracture of the, 508, 581. 

Peck, CHARLES H.: Acute Hemor- 
rhagic Pancreatitis, 433; Brachial 
Plexus, Neurorrhaphy, for Rup- 
ture of the, 858; Carcinoma of 
the Czecum, 298; Colectomy, Par- 
tial, for Carcinoma of the Splen- 
ic Flexure, 297 ; Endo-aneurismor- 
rhaphy for Popliteal Aneurism, 
861; Gastro-enterostomy, Radio- 
graphs for, 863; Laryngotomy for 
Syphilitis Perichondritis, 859; 
Partial Gastrectomy for Carcin- 
oma, 294; Neurorrhaphy for Rup- 
ture of the Brachial Plexus, 859; 
Sarcoma of the Nasal Fossa, 856; 
Treatment of Spreading Periton- 
itis, 153. 

Pediatric Practice, Use of X-ray 
in, by Dr. Thos. M. Rotch, Re- 
view of, 159. 

Perineal Prostatectomy, Technic of 
Median, 390. 
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Peritonitis, Spreading, Treatment 
of, 146; in Typhoid Fever, 651. 
JPFAHLER, GeEorGE E.: Union of 
Greatly Overlapped Fragments 
in Fractures of the Femur, 588. 
Pituitary Gland, Anatomical and 
Surgical Desiderata in the Re- 

moval of the, 44. 

PHILADELPHIA ACADEMY OF Sur- 
GERY, Transactions of the, II5, 
437, 578, 730, 873. 

PILcHER, PAut M.: Radical Cure of 
Femoral Hernia in the Aged, 676. 

Pneumococcus Mastitis, Bilateral, 
726; Subphrenic Abscess, 420. 

Poot, Eucene H.: Hemorrhagic 
Pancreatitis, Recurrent, 567. 

Portal Pylephlebitis, Suppurative, 
549. 

Post-typhoid Abscess of the Radius, 
574- 

Prostatectomy, Median Perineal, 
The Technic of, 390; Suprapubic, 
Control of Hemorrhage after, 429; 
Suprapubic, Technic of, 438. 

Psoas Abscess, Early Operation for 
Tubercular, 115. 


Pulmonary Surgery, Recent Ad- 
vances in, 503, 730. 

Pylephlebitis, Portal, Suppurative, 
549. 

Pyloric Stenosis from Gastric UI- 
cer, 727. 

Pylorus, Partial Gastrectomy for 


Carcinoma of the, 728. 
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Rectum, Diverticula of the, 223; 
Diverticulitis of the, 553. 

Renal Calculus, Cases of, 276. 

Retention, Urinary, of the Senile 
Bladder, Non-prostatic, 57. 

Retroperitoneal and Mesenteric 
Cysts of a Simple Nature, 355. 

Retzius, Cellulitis of the Space of, 
291, 436. 

Roperts, JoHN B.: Fractures of 
the Shaft of the Femur, 587. 

RoBINSON, SAMUEL: Operative 
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Treatment of Wounds of the 
Heart, 324. 

Rockey, A. E.: Appendicostomy in 
Lane’s Operation for Intestinal 
Stasis, 686. 

Rocers, JoHN: Intrathoracic Cysts 
of the Thyroid, 854. 

Rontgen Ray in Pediatric Practice, 
by Thomas M. Rotch, Review of, 
159. 

Ross, Grorce G.: Fatal Result of 
Operation for Fracture of the 
Patella, 583; Treatment of Ureter 
in Cases of Tubercular Kidney, 
734; Treatment of Acute Appen- 
dicitis, 878. 

Russett, JAMES I.: _ Bilateral 
Swelling of Both Heels, 855; Op- 
eration for Double Undescended 
Testis, 845; Sarcoma of Tendon 
Sheath, 285. 


Sacral laminectomy for Tubercular 
Monoplegia, 116. 

Sacro-iliac Arthritis following Ty- 
phoid Fever, 730; Bone, Oste- 
omyelitis of the, 115. 

Sarcoma of the Humerus, 286; In- 
tra-abdominal, Cure of by Mixed 
Toxins, 299; of the Nasal Fossa, 
856; of the Scapula, 844; of Ten- 
don Sheath, 28s. 

Scapula, Sarcoma of the, Cured by 
Mixed Toxins, 844. 

Scarlet Red, Further Note on the 
Clinical Use of, 702. 

ScHACHNER, AUGUST: 14,000 Cal- 
culi Removed from the Gall-blad- 
der at One Operation, 590. 

Scumitt, A. Emit: Anatomical and 
Surgical Desiderata in the Ex- 
posure and Removal of the Pi- 
tuitary Gland, 44. 

Semilunar Bone of Carpus, Dislo- 
cation of the, 847. 

SHoger, JoHN B.: Treatment of 
Ureter in Cases of Tuberculous 
Kidney, 733. 
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SHOEMAKER, GeEoRGE E.: Removal 
of the Ureter with a Tubercu- 
lous Kidney, 696, 733. 

Shoulder-joint, Laceration of the 
Capsule of, in the Etiology of 
Traumatic Combined Paralysis 
of the Upper Extremity, 77, 116. 

Sigmoid Loop, Carcinoma of the, 
208. 

StmMons, CHANNING C.; Bone Ab- 
scess Treated with Moorhof’s 
Bone Wax, 67. 

Srnccair, H. H.: The Control of 
Urinary Drainage after Cysto- 
tomy, 387. 

SKILLERN, M. G.: Disjunction of 
Upper Epiphysis of Ulna, 873. 
Skin, Disinfection of, by Tincture 

of Iodine, 106. 

Skull, Compound Fracture of, Fol- 
lowed by Tetanus, 548; Tubercu- 
losis of the, 846. 

Spastic Diplegia and Hemiplegia, 
Unilateral Laminectomy with 
Dorsal Root Section for, 28r. 

Spina Bifida Occulta, 543. 

Spinal Cord, Laminectomy for In- 
jury and Tumor of the, 754; 
Surgical Operation for Removal 
of Tumor of the, 848. 

Spleen, Tuberculosis of the, 144. 

Splenic Flexure, Partial Colectomy 
for Carcinoma of the, 297. 

STEINBA.A, Lewis W.: Case of 
Fracture of Patella Treated by 
Operation, 585. 

STEWART, GeorGE B.: Treatment of 
Spreading Peritonitis, 150. 

STEWART, J. CLARK: Results of the 
Use of the Moorhof Bone Plug 
in the Surgical Clinic of the Uni- 
versity of Minnesota, 699. 

Stomach, Cancer of the, 727; Cases 
of Partial Gastrectomy for Can- 
cer of the, 294; Perforating Ulcer 
of the, 140; Ulcer of, with Py- 
loric Stenosis, 727. 

Stone in the Bladder, 542. 

Subphrenic Abscess, Pneumococcus, 
420; Sequel to Appendicitis, 118. 
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Surgical After-treatment, by L. R. 
G. Crandon, Review of, 155. 
Surgical Anatomy, by Jno. A. C. 

Macewen, Review of, 157. 
Sweet, J. Epwin: Use of Vein Cuff 


to Protect Nerve Anastomosis, 
581. 
Syms, Parker: Treatment of 


Spreading Peritonitis, 152. 
Syphilitic Perichondritis, Laryn- 
gotomy for, 859. 
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Taytor, ALFrep S.: Cases of Uni- 
lateral Laminectomy with Dorsal 
Root Section for Relief of Spas- 
tic Conditions, 281 ; Endothelioma 
of the Soft Palate, 283; Fracture 
of the Transverse Process of the 
Cervical Vertebrz, 284. 

Temporomaxillary Articulation, An- 
kylosis of the, 551. 

Tendon Sheath, Myeloma of the, 
847; Sarcoma of, 285. 

Testis, Perineal, Transplanted into 
Scrotum, 844; Undescended, As- 
sociated with Inguinal Hernia, 
301; Operation for, 854. 

Tetania Parathyreopriva, Parathy- 
roid Implantation in the Treat- 
ment of, 305. 

Tuomas T. TurNER: Laceration of 
the Axillary Portion of the Cap- 
sule of the Shoulder-joint in Eti- 
ology of Traumatic Combined 
Paralysis of the Upper Extremity, 
77, 116. 

Thoracotomy under Differential 
Pressure for Sarcoma of the 
Chest Wall, 304; and Gesophageal 
Plication for Cardiospasm, 293. 

Thyroid Gland, Large Intrathor- 
acic Cysts of the, 737, 853. 

Thyroidectomy, Partial, for Ex- 
ophthalmic Goitre, 422. 

Tibia, Avulsion of the Tubercle of 
the, 431. 

TitTon, BENJAMIN T.: Acute Hem- 
orrhagic Pancreatitis, 432. 

Tongue, Tumor of, 843. 
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Transfusion of Blood in an Adult, 
131, 132; an Improved Device 
for, 720. 

Tuberculosis, Ilio-cecal Resection 
for, 539; of the Kidney, Removal 
of the Ureter with, 696, 733; of 
Lung, Resection of Ten Ribs for 
the Cure of, 539; of the Skull, 
846; of the Spleen, 144; of the 
Ureter, 563. 

Tuberculous Bursitis of the Thigh 
and Groin, 566. 

Turck, RaymMonp C.: The Treat- 
ment of X-ray Ulcer, 47. 

Turnure, P. R.: Gas Cysts of the 
Intestine, 576. 

Typhoid Bacilli Persisting in Gall- 
bladder for Thirty-seven Years, 
870; Fever, Acute Ulcer Periton- 
itis in, 651; followed by Sacro- 
iliac Arthritis, 730. 
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Ulcerations, Treatment of, by Scar- 
let Red, 702. 

Ulna, Disjunction of Upper Epiphy- 
sis of, 873. 

Ureter, Calculus Impacted in, 137; 
Empyema of the, 378 ; Observations 
upon the Surgery of the, 827; 
Removal of the, after Nephrec- 
tomy, 521; Removal of the, with 
a Tuberculous Kidney, 6096, 733; 
Tuberculosis of the, 563. 

Ureterostomy, Lumbar, followed by 
Suppurative Nephritis, 423. 

Urinary Drainage, Control of, af- 
ter Cystotomy, 387; Retention of 
the Senile Bladder, Non-pros- 
tatic, 57. 
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Variations of the Bones of the 
Hands and Feet, by Thomas 
Dwight, Review of, 160. 

Vesical Calculus and Hypertrophied 
Prostate, 542. 

Volkmann’s Ischemic 
578. 


Paralysis, 
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Volvulus, Coincidence of, with 
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Those Sluggish, Foul Smelling Ulcers of Syphilitic Origin, 
giving off Pus and Marked by Resiieace to Ordinary Local 
Measures, clean up and heal over in a most gratifying manner 
under the Lysol treatment. 

The Lysol not only disinfects the wound, but stimulates it 
and promotes rapid cicatrization. 

Lysol is of unvarying composition. Substitution of any other 
product is dangerous. Prescribe the Original 2-ounce and ft 
pound bottles. | 











| Samples if requested | 
|| LEHN & FINK New York | 


Chronic Nephritis 
Liver Cirrhosis 
Valvular Lesions 


produce an accumulation 
of fluid in the tissues — 
Ascites and Anasarca, 


CANASQANCIN, promotes r0- absorbtion of effused 
SEU. without producing irritation 
* x ( 


Arboreum, Of weakening the patient. 
ond Urgines Silt) It acts by direct physiological stimulation 
: and is a Rational Therapeutic Combination 
Clinical Results prove Therapeutics. 
Trial quantity and literature on 
request, to physicians only. 
The Anasarcin Chemical Co. 


WINCHESTER, TENN. 
Messrs. Thos. Christy @ Co., London Agents. 
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The support received by 


Fellows =i 
Syrup Of Hypophosphites 


from the Medical Profession of all Nations is 
a unique and striking testimony 
to its four decades of 
usefulness 
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Hunyadi Janos 


Natural Laxative Water 











Does not produce the nausea common to mineral cathartics. 
its action upon the liver is that of a true hepatic stimulant. 
On the Intestines: its action is that of a gentle saline hydragogue. 
Administered in doses of one-half glass-full before breakfast. 
Bottled at the springs and always of staple composition. 





MILLIONS 
OF SUCCESSFUL OPERATIONS 


Performed with the aid of 


Dr. R.B.WAITE’S 


Antiseptic 
Local Anaesthetic 


prove it to be “The Best in the World,” for 
we have never had a fatality reported from 
its use, although it has been used in every 
civilized country in the world during the 
seventeen years it has been on the market. | 





A Prophecy on Results 

or you, Doetor, if you will give us an opportunity of proving 
our claims by taking advantage of our offer to furnish you Free, for Trial, a full 
ounce dollar bottle or box of 12 hermetically sealed ampules, upon receipt of $.25 to 
cover the expense of packing and postage. 

If you want Quality, Efficiency, Reliability, Uniformity and Safety, then use Dr. 
R. B. Waite’s Antiseptic Local Anaesthetic, for the Painless Extraction of Teeth and 
all minor Surgery, for there is practically no limit to the surgical operations that may 
be performed with its aid absolutely without pain or danger. 


PRICES— In one or two ounce bottles 
1 0z., $1.00; 6 ozs., $5.00; 20 ozs., $15.00. In 1's CC Ampules. 1 box (12 ampules), $.75; 
12 boxes, $7.50. In 2'2 CC Ampules. 1 box (12 ampules), $1.00; 6 boxes, $5.00; 20 boxes, $15.00. 


THE ANTIDOLAR MANUFACTURING CO., ‘ M2in St: Springville, 








SALE OF DAMAGED OR PARTLY DAMAGED COPIES 


GENERAL INDEX TO THE FIRST FIFTY VOLUMES OF 
THE ANNALS OF SURGERY 





Most of these copies are practically new—scarcely any marks at 
all being discernible. To close out the entire stock, we have decided 
to let them go at $2.00 per copy—regular price, $3.50. There are 
about 64 copies left in stock. 
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MATTRESS RUBBER FOOT 











Invented By 

' Marks 

Marks 

A New Era 

In The 

: Artificial Limb 

















and DUCTILE RUBBER HAND As 





James W. CopeLAND, 
New Brunswick 
Canada. 


Your artificial leg 
has given the very 
best of satisfaction. 
[ am a musician, 
and leader of a 
band, and some- 
times walk long 
distances in par- 
ades. Well, the 
Marks leg just suits 
me, and my artifi- 
cial limb is just as 
good as the natural 
one for that pur- 


pe se. 











Industry 
A. A. MARKS, 











A Manual of {rtisicial 
Limbs and Illustrated 
Measuring Sheets sent 


ree upon application 


701 Broadway, NEW YORK 











OCTORS probably ask this question more frequent- 
ly than any other! To relieve pain, whether it 
be a slight nervous headache or the most excru- 

ciating neuralgia, brings the height of pleasure to both 
patient and physician. The ideal remedy must not 
only do its work safely, but it must also do it quickly. 
Prof. Schwarze (T7herapeutische Monatshette), be- 
lieves the coal-tar analgesics are of use inall forms of 
dysmenorrhoea in which no anatomical changes can be 
demonstrated. Other practitioners find that it is neces- 
sary, in many eases, to also administer codeine in 
small doses. ‘‘Antikamnia & Codeine Tablets,”’ 
would seem to meet just these indications. Codeine 
does not induce habit and is non-constipating. 




















When patients complain of weariness and despondency, 
or are in need of a refreshing sleep, prescribe one or two 
Antikamnia & CodeineTablets. You and your patient will 
be most agreeably surprised at the relief given. 


---- MADE ONLY BY 


THE ANTIKAMNIA CHEMICAL COMPANY 


ST. LOUIS, MO., U. S. A. 
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Something Worth Doing 


@ Would you like to do a gracious act to four friends, at no cost to yourself? We 
want to send a specimen number of ANNALS OF SurGeERY to each of four friends 
who you think might like the same sort of journal that pleases you. 


@ Many issues are out of print; still, we shall be glad to make an effort to send any 
particular back numbers you think would especially please your friends. Of course, 
we cannot promise in every case to meet your selection. 


q@ Please fill in all the blanks and mail to us to-day. You place yourself and your 
friends under absolutely NO OBLIGATION by doing them and us this favor. Your 
name will not be used if you so request. Thank you! 
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of septic matter is by plastic infiltration, then follows an 


Effort to wash out the offending matter by an 


exudation of serum. 


To obstruct this wise system by the 


use of escharotic antiseptics, acts to 


Produce conditions 
which have the effect of 
delaying 


Resolu- 
tion 


Glyco- 
Thymoline 
Aids nature in her pro- 
cess of repair, maintaining 
the fibrin in soluble form, stimu- 
lating capillary circulation, fostering 
and sustaining cell growth, resulting in 
the rapid formation of healthy granulations. 

A practical dressing for all wounds, burns, 
and ulcerated conditions. 


SAMPLES AND LITERATURE IF YOU MENTION 
THIS JOURNAL. 


HRESS @ OWEN CoO. 
210 Fulton Street New York 








J. B. LIPPINCOTT CO. 


‘@- PUBLISHERS, PRINTERS, AND BOOKBINDERS -® 
227-231 South Sixth St., Philadelphia 








YPESETTING, Illustrating, Printing, 
Binding, and Mailing of Weekly and 
Monthly Periodicals, Catalogues, 
Genealogical, Historical, and Medical 
Works, Fine Editions of Books of all 
descriptions for general or private dis- 


tribution. 
PUBLISHERS OF 


Lippincott’s Monthly Magazine 








Telephone, Lombard 2105 :: Printing and Binding Dept. 


J. B. LIPPINCOTT COMPANY 
| 227-231 South Sixth Street, Philadelphia 
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ye Stocking 





TRADE 











Lit 
DIRECTIONS 
IT PULLS Place circumferences op- 
posite corresponding points on 
ON LIKE A BOOT the cut. Give length from 
floor to F. 


LP. 











PHYSICIANS NET PRICE LIST & 


POMEROY COMPANY nile sigge ON 


Garter Stocking, Ato E, $3.56 $3.00 $1.88 
34 East 2 3d Street Garter Legging, C to E, 2.62 2.25 1.65 
; . Knee Stocking, A to G, 5.62 4.87 3.37 






































NEW YORK | Knee Legging, C to G, 4.69 4.12 3.15 
Knee Caps and Anklets, 2.25 2.06 1,57 
WRITE FOR CATALOGUE On receipt of price we deliver the goods by mail. 
WHEN IN DETROIT STOP AT D D 
SY KE COAST LINE VY: 
HOTEL TULLER 6 ale 
New and Absolutely Fireproof U U ACK\ NA e ore é 
Corner Adams and Park Streets AND : RO ~ 
* ALO ena: } 
AGAR SD wee A 


LAs oe a 


pF acs SS ati ae ee 
Where will you spend your summer vacation? 
Why not enjoy the pane of our Inland Seas, the 
most pleasant and economical outing in America? 
aily service is operated between Detroit and ( 
Cleveland, Detroit and Buffalo; four trips weekly 
between Toledo, Detroit, Mackinac Island and way 
ports; three trips weekly between Toledo, Cleveland 
and Put-in-Bay. 
Cleveland to Mackinac special steamer will 
be operated two trips weekly from June 15th to Sep- 
tember 10th, stopping only at Detroit every trip and 
Goderich, Ont., every other trip.— Special Day Trips 
Between Detroit and Cleveland, — July and 
August.— Railroad Tickets Available on Steamers. 


In the center of the Theatre, Shopping, and Business District. nd 2 cent a omg ph my | ag Pamphlet and 





“ . a “od _ ” ap. (, 
Has Large Convention Hall, ‘* Grand Roof Garden Cafe. Address: Bs C Lewis, C. P. A Detroit, Mich. 
ee Philip H. McMillan,Pres. A.A. Schantz, Gen'l Mgr. 
Every Room Has Private Bath. : Detroit & Cleveland Navigation Co. ‘ 
EUROPEAN PLAN—RATES, §1.50 per day and up. ab" yale 3 : icp - . 
L. W. TULLER, Prop. ; 493 
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BROVALOL 


(Brom-iso-valeric acid-borneol ester) 


A definite chemical compound, exhibiting the combined sedative and nervine 


properties of Bromine and the important active principles of Valerian 
It Is Distinguished From Other Valerics 


. By quicker and more complete action, milder taste, absence of eructations, 


and by being well tolerated, even on prolonged use and in large doses. 


Literature and experimental specimens from 


SCHERING @ GLATZ 


150-152 MAIDEN LANE NEW YORK 
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Despite the fact that the therapeu- 
tic value of Ergoapiol (Smith) is so 
decisively established that it is now the 
most extensively employed agent of its 
class, it is worthy of mention that the 
superiority of the product is due to the 
special form of its chief constituent, 
apiol, and the excellent quality of its 
other components. 

The apiol employed in the production 
ef Ergoapiol (Smith) differs radically 
from the various commercial apiols, in 
that it is decidedly more potent as a 
utero-ovarian stimulant, yet does not 


produce any objectionable by - effects. MENORRHAGIA 

This apiol, which is used exclusively as J METRORRHAGIA 
an ingredient of Ergoapiol (Smith), and fj ETC. 
is not procurable in any other form, is 

manufactured by a process of our own 
invention, whereby the drug is obtained 
in a true state. 

It is because of the special form of 
its principal constituent, and the excel- 
lent quality of its other ingredients, 
that Ergoapiol (Smith) affords results 
which cannot be obtained from mixtures 
of ‘commercial specimens ’”’ of its com- 


practitioner guard himself against substi- scm H. SMITH COMPANY, New York, N.Y.US.A.3 


os 


/ eye 
AMENORRHEA 
DYSMENORRHEA 


ERGOAPIOL (Smith) is supplied only in 


packages containing twenty capsules 
DOSE: One to two capsules three 


or four times a day. « « ™ 


SAMPLES and LITERATURE 
SENT ON REQUEST 


- ag . (dl 
tution when prescribing the preparation. PAM A AN 
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Herewith is presented the ideal intesti- 
nal suture on needles for hollow viscera 


ADVANTAGES 


They have the well known strength of the 
cable being composed of smaller individual 
strand$; Because of the peculiar body pos- 
sessed by this strand it makes the safest knots 
and will not become readily tangled; Oyloidin, 
the composition with which they are impreg- 
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The Standard in 
the World’s Largest Clinics 


BECAUSE 


§t is the highest development of the 
catgut ligature. 

It is sterile, antiseptic, supple, elastic, 
strong, easily seen, will not untwist in using, 


nated, renders them absolutely snon-capillary; . ‘ , 
The needle cannot possibly become unthreaded; and is more than usually resistant to absorption. 
They pass through the tissues with the greatest The only iodine catgut guaranteed 
ease. against deterioration. 
White or Iron Dyed Sizes 00-4 Plain 
Sizes 1-2-3 Sizes 00-4 Tanned 
C, DEWITT LUKENS CO. 
ST, LOUIS, MO., U.S. A. 


C. DEWITT LUKENS CO. 
ST. LOUIS, MO., U. 5. A. 


All Dealers. S les upon req 





All Dealers, 





ip ee nen is always attended by more or 

less danger and discomfort. ‘Too often the 

extra burden a prospective mother has to bear 

overtaxes her nutrition and strength. Effective 

tonic treatment is needed and clinical experience 

has clearly shown that no remedy is so serviceable 
from every standpoint as 


Gray's Glycerine Tonic Comp, 


Used throughout the later months of pregnancy 
and during the puerperium, it gives to the mother 
the exact stimulus and support needed, not only to 
carry her through a trying period but to fit her for 
the still more exacting one of lactation. 

Free from contraindication, it is the one remedy 
that the practitioner can employ before and after 
parturition with absolute certainty that its effects 
will be beneficial—never harmful. 


THE PURDUE FREDERICK CO. 
298 BROADWAY, NCW YORK 
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LISTERINE 


Listerine is an efficient, non-toxic antiseptic of accurately deter- 
mined and uniform antiseptic power, prepared in a form convenient for 
immediate use. 

Composed of volatile and non-volatile substances, Listerine is a 
balsamic antiseptic, refreshing in its application, lasting in its effect. 

It is a saturated solution of boric acid, reinforced by the antiseptic 
properties of ozoniferous oils. 

After the volatile constituents have evaporated, a film of boric 
acid remains evenly distributed upon the surfaces to which Listerine has 
been applied. 

There is no possibility of poisonous effect through the absorption 
of Listerine. 

Listerine is unirritating, even when applied to the most delicate 
tissues; in its full strength it does not coagulate serous albumen. 

For those purposes wherein a poisonous or corrosive disinfectant 
can not be safely employed, Listerine is the most acceptable antiseptic 
for a physician’s prescription. 

Listerine is particularly useful in the treatment of abnormal 
conditions of the mucosa, and admirably suited for a wash, gargle or 
douche in catarrhal conditions of the nose and throat. 

In proper dilution, Listerine may be freely and continuously used 
without prejudicial effect, either by injection or spray, in all the natural 
cavities of the body. 

Administered internally, Listerine is promptly effective in arresting 
the excessive fermentation of the contents of the stomach. 

In the treatment of summer complaints of infants and children, 
Listerine is extensively prescribed in doses of 10 drops to a teaspoonful. 

In febrile conditions, nothing is comparable to Listerine as a 
mouth wash; two or three drachms to four ounces of water. 

“The Inhibitory Action of Listerine,’’ 128 pages descriptive of the 


antiseptic, may be had upon application to the manufacturers. 


LAMBERT PHARMACAL COMPANY 


Locust and Twenty-first Streets ST. LOUIS, MISSOURI 
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| STIMULATION OF INTESTINAL PERIS- 


Being a friend of Glyco-Thymoline for | 


many years, I have no hesitancy in endorsing 
it at any time. 
with it in Gynecology will say that I have a 
record of some ninety cases in which I have 


As regards my experience 


used Glyco-Thymoline to a greater or less 
extent and have always found it of great 
value in reducing engorgements and_ pro- 
moting a healthy condition of the tissues. 
The following cases serve to illustrate the 
usual method followed in applying this agent: 

CasE I.—Mrs. H. G., aged 24, married three 
years, multipara, occupation, housewife; gave 
the following history: Begun menstruating 
at age of 14 years and had always been very 
regular, during the menstrual period had 
always had some pain which had, however, 
become intense during the last two. Past 
two months had suffered severe headache 
and pain throughout the pelvic region ; 
bowels constipated. Digital examination 
showed the cervix to be very tender and 
engorged, with some slight congestion of the 
uterus itself, accompanied 
whitish discharge. 
being made, a tampon of cotton soaked in 
pure Glyco-Thymoline was applied and 
patient directed to inject small amount of 
Glyco-Thymoline pure into vagina twice a 
day. Tampons of cotton and Glyco-Thymo- 
line were repeated every other day and 
patient discharged in one month cured. 
Aside from an occasional saline laxative, no 
other treatment was used. 

Case II.—Mrs. M. H., aged 21, married; 
multipara ; occupation, housewife ; came to 
me complaining of intense pain throughout 
the pelvic region, feeling of weight and 
bearing down sensation ; bowels constipated 


Diagnosis of cervicitis 


by a profuse | 


and frequent micturition, having to void her | 


urine from five to six times nightly, which 
was accompanied by severe burning and 
tenesmus. An examination disclosed a lacer- 
ated cervix with considerable inflammation 
of the endometrium. Treatment 
of tampons of cotton and pure Glyco-Thymo- 
line applied every second day with intra- 
uterine douches of a hot 25 per cent. solution 
of Glyco-Thymoline applied by means of 
Chamberlain’s glass tube. This patient has 
been under my treatment for three months 
now and the laceration has almost healed, 
which I expect to be complete in two or 
three weeks when I will discharge her, the 
inflammation of the endometrium having 
long since disappeared. 

J. J. O'Sullivan, M.D., New York City. 
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TALSIS BY PHYSIOLOGICAL MEANS 

As has been demonstrated by Zuelzer, 
Dohrn and Marxer, normal intestinal peris- 
talsis is stimulated by a specific cellular 
product (hormone) which occurs in substan- 
tial quantities chiefly in the spleen. This 
product is now isolated by special process by 
the Schering Chemical Works of Berlin, 
Germany, and marketed under the name of 
HORMONAL. It is carefully sterilized and 
the peristaltic efficiency of each lot is tested 
by animal experiment. 
is indicated above all in the 
various forms of chronic constipation which 
fail to yield to or are not permanently re- 
lieved by the customary treatment. On 
account of its specifie action, Hormonal can 


Hormonal 


of course in no wise be compared with the 
cathartics. It is distinguished from the 
latter by the fact that it causes intestinal 
peristalsis in a physiological sense and that 
its action in those cases, which respond to 
the treatment, is permanent. 
constipation of many years’ standing, which 
have resisted all other forms of treatment, 
will yield in most instances to a single in- 
jection of Hormonal, normal intestinal peri- 


Even cases of 


stalsis being re-established, followed by spon- 
taneous evacuations, the latter nearly always 
remaining so for several months, ‘Sas if an 
arrested pendulum had resumed its swinging 
upon being given a single touch.’ (Dr. Saar, 
of the Second Medical University Clinic, 
Charite, Berlin, Germany, in Medizinische 
Klinik, 1910, No. 11.) 

The effect is generally noted on the second 
or third day, in some cases later. 

Hormonal, which is likewise indicated in 
ileo-postoperative and peritonitie intestinal 
paresis, where it often proves the only means 
of saving the patient’s life, is furnished in 
two forms: 1, Hormonal Intramuscular, con- 
taining one-fourth per cent. Beta-Eucaine 
Hydrochloride and employed in the treat- 
ment of chronic constipation ; 2, Hlormonal 
Intravenous, without Beta-Eucaine, for the 
treatment of intestinal paresis, ete. 

As already stated, not all cases react favor- 
ably to Hormonal injections and it is so far 
not possible to determine definitely which 
class of cases responds electively. 

Favorable results with Hormonal have also 
been obtained in a great number of cases of 
intestinal atony and their prophylactic em- 
ployment in abdominal operations appears 
entirely logical. 
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HUDSON'S Electrically- Lighted 


Cranial Instruments 
Surgical Instruments 


9 J 
Hudson’s Instruments for Operating The Sixth Edition of our illustrated catalogue, 
on the Brain and Spinal Cord which will be mailed on request, describes our 


are the first new discoveries in this large line of instruments, including 
field of Surgery for more than 2,000 





















years. They are believed to represent BRONCHOSCOPES 

the last word in the mechanics of the CSOPHAGOSCOPES 
surgery of the Skull and Spine. These GASTROSCOPES 
instruments are used by Armies, LARYNGOSCOPES 
eae We & | PHARYNGOSCOPES 

the surgery of skull and spine as URETHROSCOPES 

quick and easy as the surgery of the CYSTOSCOPES 
abdominal wall. After more than two PROCTOSCOPES 

vears of personal experience Dr. SOCKET CURRENT CON- 
Hudson has found TROLLERS 


SOCKET CAUTERY 
TRANSFORMERS, ETC. 


STILLE, now STILLE-WERNER CO. 
the only manufacturers fulfilling all 
his exacting requirements. 

Agencies are being established by the 
M. A. Hudson Co., among the most reliable 
Instrument Dealers in the United States 
and Canada. Other Agencies throughout 
the world are being established by the 


STI LLE-WERNER co. ORIGINATION BEGETS IMiTATION 


For the United States and Canada, address BE SURE OF OUR EXACT NAME 


THE M. A. HUDSON CO., 647 Peachtree St., Atlanta, Ga. > 
Electro Surgical Instrument Co. 


For all other Countries, address 
World Agents and Sole Manufacturers | ROCHESTER, N. Y. 





Socket Current Controller. 


STILLE-WERNER CO. , Bergsgatan 2, Stockholm,Sweden 























THE CASTLE 
Rochester Sterilizing Outfits 


In the Dressing Sterilizer dressings are first heated in dry air; 
then steam is admitted at the top at one end and passes out at 
the bottom at the opposite end; the dressings being finally dried 
by hot air. One valve controls all operations. 





The illustration shows the Two-Piece Outfit 
For circulars illustrating the Castle line of sterilizers, ask your dealer or address 


WILMOT CASTLE COMPANY 


607 St. Paul Street Rochester, N, Y. 

















THE POTTENGER SANATORIUM =forbiseassof the Langs and Threat = MON RoviA CAL. 


S A ee equipped institution for the scientific treatment of tuberculosis. High-classaccommodations. Ideal all-year-round climate. 
urrounded by orange groves and beautiful mountair scenery. Forty-five minutes from Los Ang sales. 


F. M. POTTENGER, A.M., M.D., LL.D., Med. Director J. E. POTTENGER, A.B., M.D., Ass’t Med. Director and Chief of Laboratory 


For particularsaddress Pottenger Sanatorium, Monrovia, California 
Los Angeles Office, 1202-3 Union Trust Bldg., Cor. Fourth and Spring Streets. 
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PROPER MEDICATION AND CHEERFUL 
COMPANY 


During the past two months, we have met 
with more lagrippe than anything else, and 
the number of cases in which the pulmonary 
and bronchial organs have been very slightly 
or not at all involved has been greater than 
On the 
contrary, grippal neuralgia, rheumatism and 
hepatitis have been of far greater frequency, 
while the nervous system has also been most 
seriously depressed. 


we have noted in former invasions. 


With each succeeding visitation of this 
trouble we have found it more and more 
necessary to watch out for the disease in dis- 
guise, and to treat these abnormal manifesta- 
tions; consequently we have relied upon 
mild nerve sedatives, ancdynes and _ tonics 
rather than upon any specific line of treat- 
ment. Most cases will improve by being 
made to rest in bed and encouraging skin 
and kidney action, with 
doses of blue pill or calomel. 


possibly minute 
We have 
found much benefit from the use of antikam- 
nia and salol tablets, two every three hours 
in the stage of pyrexia and muscular pain- 
fulness, and later on, when there was fever 
and bronchial cough and expectoration, from 
an antikamnia and codeine tablet every 
three hours. Throughout the attack and 
after its intensity is over, the patient will re- 
quire nerve and vascular tonics and recon- 
structives time. In addition to 
these therapeutic agents, the mental con- 
dition plays an important part, and the 
practitioner must not lose sight of its value. 


for some 


Cheerful company, change of scene and 
pleasant occupation are all not only helpful, 
but actually necessary in curing the patient. 


SYSTEMIC DRUG PROPHYLAXIS AND 
TREATMENT OF SYMPATHETIC 
OPHTHALMITIS 

Since the announcement by Dr. Wilfred M. 
Barton of Washington, D. C. (Journal of the 
A. M, A., March 12th, 1910) that Urotropin 
given per os is promptly excreted by the 
mucous membranes of the middle ear, the 
suggestions for the employment of this drug 
in other suppurative and inflammatory affec- 
tions based on its appearance in the excre- 
tions, and its ability to render them sterile, 
have followed each other rapidly. 

The most recent of these is contained in a 
preliminary communication to the “Journal 
of Ophthalmology and Oto-Laryngology,” 
Nov., 1910, by Dr. M. R. Dinkelspiel of Wilkes- 
barre, Pa., late Instructor in Ophthalmology 
and Assistant to Hospital Dispensary Staff, 
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Medico-Chirurgical College, Philadelphia. 
The author has obtained striking results in a 
series of consecutive cases of sympathetic 
ophthalmitis and other affections of the 
uveal tract by the administration per os of 40 
to 80 grains of Urotropin daily in 10 grain 
doses. Under this treatment he has 
served sympathetic ophthalmitis and irido- 
cyclitis associated with hypopyon clear up 
without any other constitutional medication 
except an occasional purgative. 

Whether sympathetic ophthalmitis — is 
caused through the blood stream or by con- 
tinuity through the brain the drug can prob- 


ob- 


ably reach the course of invasion by either 
route. 

Further experiments are now in process of 
conduction and more clinical data will of 
course he necessary to give the treatment a 
definite therapeutic position. 


THE POMEROY SURGICAL CORSET 


The remarkable way that the corset has 
been brought into prominence of late years 
would have been considered little short of 
wonderment a decade ago. As soon as this 
article of dress was developed into an ana- 
tomic and hygienic garment, physicians 
recognized its usefulness and willingly pre- 
scribed it. But their recommendation, 
of course, is based upon the real service 
that the corset gives for surgical purposes, 
for it is a well known fact that few corsets 
can fulfil such purposes, notwithstanding the 
promises and claims made for them. 

A perfectly constructed surgical corset is 
made by the Pomeroy Company, of 34 East 
23rd Street, New York. In cases of movable 
kidney, prolapsed stomach and other abdom- 
inal weaknesses, the Pomeroy accomplishes 
wonders, and hastens the return of health 
and strength after operations for appendicitis 
and laparotomy, by giving positive support 
at a time when it is most needed. The 
Pomeroy wins every woman to whom it is 
demonstrated, for it contains every essential 
feature which the physician desires for sur- 
gical purposes, plus beauty, utility and style. 

A remarkable and satisfying support to the 
abdomen is given by the form of the corset 
aided by the clever feature with which all 
Pomeroy corsets are fitted—the intersecting 
hip straps. They actually grasp the sides of 
the corset giving an uplifting support instead 
of a downward compression, and_ besides, 
they fit so snug to the figure that they insure 
a perfectly smooth hip. 

Physicians prescribe the Pomeroy surgical 
corset without reserve, and their decision is 
guided by their confidence in the Pomeroy 
House which stands back of its goods, its 
| statements and its guarantees. 
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ESSENTIAL BLOOD ELEMENTS 


Which all convalescents lack, have been found by 
thousands of the leading physicians fortheir patients in 


BOVININE 


BOVININE supplies all this as no Beef Extract can. It 
raises the Opsonic Index to normal standard and prevents 
chronic invalidism. 

BOVININE is not only a perfect nutritive tonic in itself, but 
being rich in elementary iron and all essential elements neces- 
sary for complete cell reconstruction and nutrition, it 
re-establishes completely normal metabolism, thus assuring a 
quick recovery from all wasting diseases. 


Write for Sample, also for one of our new Glass (sterilizable) Tongue Depressors 


THE BOVININE COMPANY ) 











75 West Houston St., New York City 


WANTED 


Copies of the March, 1909, issue of 
the Annals of Surgery. Fifty cents 
per copy will be paid for those in good 




















condition. 


Annals of Surgery 


227 South Sixth Street, Philadelphia, Pa. 






















Dainty dishes forthe sick and those 
who are not sick but desire their food 


prepared in an appetizing, wholesome 
manner. 


Particular attention is given to the 
instructions for serving and garnishing. 


is especially valuable 
when there is torpidity 
of the bowels or intes- 
tinal sluggishness aris- 
ing from organic derangement of the 
liver, kidneys or central organ of cir- 














stone, Charleston, S.C. 


By Helena V. Sachse Cloth, $1.25 











At all booksellers, or will be sent, postpaid, by 


J. B. LIPPINCOTT COMPANY 


PUBLISHERS :: PHILADELPHIA 


‘* This is an excellent and much needed culation. It is the best agent for the 
volume not only for hospitals, where it has relief of that form of costiveness that 
been used with success, but also in the db enc —— — - po 
home.”’— 7rt4une, Chicago. ndigestion, and not only clea 

‘** Every house-keeper scala use sucha the effete and irritating agents lodged 
cook-book, so as to preserve the health and in the alimentary tube but elimiuates 
digestion of those in her care.’-—7he Key- the semi-inspissated bile that, too fre- 


quently, induces the so-called “bil- 
ious’? condition; at the same time an 
abundant secretion of normal bile is 
assured, thereby demonstrating its 
value as a liver stimulant and true 
cholagogue, 


BrRIsTOL -Myrers Co. 
277-281 Greene Avenue, 


BROOKLYN -NEW YOR 





Write for free 
sample. 
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The treatment of amylaceous dyspepsia is one of the real problems in 
therapeutics. Examples of this type of indigestion are numerous. They 
constitute considerably more than one-half of all the cases of dyspepsia 
for which the physician is ordinarily called upon to prescribe. Usually 
they are of an obstinate character—the chronic character. 

How essential, then, that the prescriber have at his hand a starch- 
digestant to which he may confidently turn—a digestive ferment that has 
proved its eligibility. 








is such an agent. It is one of the most potent of amylolytic ferments—so 
potent, in fact, that in ten minutes, under proper conditions, it will digest 
150 times its weight of starch. It is of value not only in amylaceous dys- 
pepsia, but in various other gastrointestinal ailments—chronic gastritis, for 
example, and hyperacidity (with or without flatulence). It is successfully 
administered in infantile diarrhea and dysentery. It is useful to predigest 
gruels and other starchy foods to render them available in cases of pro- 
longed fever, as typhoid, and other diseases in which broths cause diarrhea. 
Taka-Diastase has been successfully prescribed for more than a dozen 
years—not alone in our own country, but in Europe, Asia, Africa, South 
America, Australasia, the East Indies—in fact, wherever American pharma- 
ceutical products are dispensed upon the prescriptions of physicians. 


Supplied in liquid, powder, capsule and tablet forms, and in combination with 
a variety of other agents (see our catalogue). 


Ask us for our ““Taka-Diastase Brochure”—an attractive and distinctive booklet containing 
a full list of Taka-Diastase preparations, with therapeutic suggestions. 


PARKE, DAVIS & COMPANY 


Laboratories: Detroit, Mich.; Walkerville, Ont.; Hounslow. Eng. 


Branches: New York, Chicago, St. Louis, Boston, Baltimore, New Orleans, Kansas City, Minneapolis; 
London, Eng.; Montreal, Que.; Sydney, N.S.W.; St. Petersburg, Russia; Bombay, India; 
Tokio, Japan; Buenos Aires, Argentina. 
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rink Drool ppleJui 
At Druggists, Grocers & Soda mee 


Trade supplied through 
regular channels - - 


=Aids 
gestion 


ADVERTISER 


A refreshing drink in fever 
convalescence. @ Physicians 
prescribe it in throat, stom- 
ach, and intestinal troubles. 











HAWAIIAN PINEAPPLE PRODUCTS CO., Ltd. 


Porter Building, San Jose, California A refreshing drink during fever convalescence. 





stogen~ ie on 


(vaaon @* 






FC. 
| pile /ESCEN SIs 
of Cyst ogee 9 £0 : . 
An effervescent tablet of Cystogen (Cs Hiz Na) 
3 grains and Lithium Tartrate 3 grains. 
Uric acid solvent and alkaline urinary 
antiseptic. 
DOSE-—-One or two tablets in a glass of 
water, three or four times daily. 


The idea of this combination was given us by observ- 
ing the large number of physicians using CYSTOGEN 
with LITHIA in gouty and allied affections. 


Samples on Request 


Where Cystogen is indicated, Lithia is of advantage; 
Where Lithia is prescribed, Cystogen is indicated. 


INDICATIONS—Rheumatism, gout, urinary deposits, calculus, cystitis, prostatitis 
and gonorrhea. A good urinary antiseptic during convalescence from typhoid and 
scarlet fever. 

CYSTOGEN PREPARATIONS: 
Cystogen-Lithia (Effervescent Tablets). 
Cystogen-Aperient (Granular Effervescent Salt with Sodium Phosphate). 


Cystogen—Cystalline Powder 
Cystogen—5 grain Tablets 


CYSTOGEN CHEMICAL CO., 515 Olive St., St. Louis, U. S. A. 











The WALKEASY 


ARTIFICIAL LEG 
} Our Art Catalog contains valuable informa- 
| tion on Care and Treatment of 8tump Prepara- 
| tory to applying an Art Limb. How Soon to 
Apply. Art Limbs for Children. Directions 
for Self-Measurement, etc., etc. 
N.Y. 


Groaace R. Fuccen Co. Rocnasten, N 
Branches, alo, Boston, Philadelphis 


CLINTON 
CASCARA ACTIVE 


FOR CHRONIC CONSTIPATION 
Does Not GRIPE 


A palatable and highly active prepara- 
tion of CASCARA SAGRADA. 


Each fluidounce imperial represents 
one avoirdupois ounce of selected drug. 


Sure and Safe Laxative for 
Children and Adults. 


WRITE FOR FREE SAMPLE. 


| BRISTOL-MYERS CO. 


BROOKLYN - NEW YORK. 


| jal? (xa) 


fetus 
THOMAS V. HOPPER & SON 


Engraving, Printing, & Stamping \ SSRISTOI-MY! 


<= vee 








DOCTORS’ STATIONERY OUR SPECIALTY 





911 Walnut Street 
Philadelphia, Pa. 


When writing, please mention ANNALS OF SURGERY. 


Samples Submitted. 
Estimates Given. 
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HE GenEALOGICAL DerparRTMENT 
of the J. B. Lippincott Company is 
prepared to gather Genealogical, 

Biographical, and Historical material, 
make all nece-sary research both in this 
country and abroad, and edit such works 
for the press—all under the supervision of 
thoroughly experienced genealogists. 

Authority established to use Coats of 
Arms, and accurate copies supplied, 
whether plain, in colors, engraved, or em- 
bossed. 

Decorative work executed and drawings 
of houses—colonial and modern. 

Photogravure and half-tone reproduc- 
tion of portraits and paintings. 





Our books are carefully planned, and 
while in process of printing are under the 
observation of thoroughly competent 
editors and proof-readers, who have for 
years made an exclusive specialty of such 
publications. The simplest and most in- 
expensive work is executed with as much 
care as that which is more elaborate. 


An important consideration for the pro- 
spective author or editor is our expert 
knowledge of book-making, which is 
possible only to the professional publisher 
with wide facilities and long experience. 
Our house was established in 1792. 


Address 
GENEALOGICAL DEPARTMENT 
J. B. LIPPINCOTT COMPANY 
PHILADELPHIA, PA. 
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LIPPINCOTT’S LATEST MEDICAL BOOKS 





plied Anatomy 


By GWILYM G. DAVIS 


Associate Professor of Appiied Anatomy, University of Pennsylvania: M.D., Universities of 


Pennsylvania and Goettingen. 





Octavo. 640 pages. 575 illustrations in colors and black. Cloth, $6.00. 


CRITICAL OPINIONS 


“With its numerous splendid illustrations of normal and pathologic anatomy 
and anatomic relations, and its practical text, should prove of great usefulness to 
student, general practitioner, and surgeon in their daily work.’’— Journal of the Am. 


Medical Ass'n. 


“Upon opening the book for the first time the reader feels that he is in the 
presence of an anatomy de luxe, a volume upon which every resource of scholar- 
ship and bookmaking has been expended. The singular clearness and the match- 
less beauty of the illustrations add greatly to the utility of the book, and on this 
point the artist is to be commended for his skill.’-—Medical Record. 


““Few books have appeared in recent years of more solid value to physician 
and surgeon alike than this well planned and well executed work. In view of the 
author’s exceptional qualifications for the task, nothing less than a work of the 
first class was to be expected. The expectation has been amply fulfilled. A work 
of this sort ought to be the daily companion of the general practitioner as well as 
the surgeon, since so many of the problems with which he has to deal can only be 
made clear by an accurate knowledge of anatomical structure and relation. We 
cannot too strongly commend this work.’’—West Virginia Medical Journal. 


“This work is what it claims to be—a work on applied anatomy. There are 
very many books on anatomy on the market, treating the subject from almost 
every standpoint. The present volume is an entirely new one. The main object 
of the work is to show the relation between structure and function. This aspect 
of the study of Anatomy the author keeps well to the fore. The relation of the 
surgery of these parts is made most interesting on every page. The text and the 
illustrations both combine to show how important anatomy is to surgery. The 
style of the work is very attractive. Every region of the body is gone over in de- 
tail and the surgical diseases and affections of these regions discussed. The methods 
of operating are laid down with a view that the greatest conservation should exist 
in the preservation of both structure and function. This sort of book is very help- 
ful to the active surgeon and the general practitioner. In this work anatomy 
ceases to be what too many regard it as, namely, a dry study. The author makes 
it the very reverse, and clothes the whole study with interest and renders the peru- 
sal of the book one of pleasure.’-—The Canada Lancet. 


jJ. B. LIPPINCOTT COMPANY 


LONDON since 1875 


MONTREAL since 1897 PHILADELPHIA since 1792 
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RECENT IMPORTANT MEDICAL BOOKS 


The Surgery of Childhood 


Including Orthopaedic Surgery 





By DE FOREST WILLARD, A.M., M.D. (Univ. of Pa.), Pxa.D. 


Professor of Orthopedic Surgery, University of Pennsylvania; Surgeon (26 years) to the Presbyterian 
lospital in Philadelphia; Surgeon-in-Chief Widener Industrial School for Crippled Chial- 
dren; Ex-President American Surgical Asscciation, American Orthopaedic 
Association, Philadelphia Academy of Surgery. and Phila- 
delphia County Medical Society; Ex-Chairman, 
Surgical Section, American Medi- 
cal Association, etc. 


With 700 illustrations. 806 pages. Octavo. Cloth, $7.00. 


REVIEWERS’ OPINIONS 


“This work is complete. It covers the subject and every page bears the stamp 


of the Master. The seeker after information on this subject will find it in this 
book.’’— Journal Mich. State Medical Society. 


“The wealth of photographic reproductions, including many of X-ray plates, 
is an admirable feature. The surgical aspects of poliomyelitis are described with 
a comprehensiveness and minuteness of detail demanded by the growing impor- 
tance of this subject.’-—The Medical Record. 


“This complete treatise on the surgery of childhood covers an enormous 
amount of ground, especial emphasis being laid on orthopedic conditions. It 
covers the subject very completely, especially in the chapters dealing with the 
tuberculous lesions of bones and joints, which are very profusely illustrated with 
photographs and X-ray pictures.’’— Journal American Medical Ass'n. 


“The author is to be congratulated on an exceptionally well written, well 
arranged, and well illustrated book. He states truly that while treatises on general 
surgery are many and that numbers of volumes on orthopedic surgery have been 
published, works devoted to the surgical conditions of childhood are few. Dr. 
Willard therefore invades a field which is by no means overcrowded. The book 
is comprehensive in scope, dealing as it does with all surgical conditions which are 
encountered in children. It should be in the library of all surgeons who have 
children as patients.”-—The Military Surgeon. 


‘‘He has given to the science of pediatrics a treatise which must for a long 
time to come take precedence over all competitors for fame and popularity. No 
one will ever turn to this work for information in vain. It contains everything 
that is worth knowing on the subject of the surgery of early life. Asa safe guide 
to treatment, and a help to the diagnosis of any and every surgical affection occur- 
ring in childhood, we unhesitatingly give the book the palm. It is quite unique at 
the present moment, and is sure to attract the attention of paediatrists in this and 
other countries.’-—The Medical Times, England. 


jJ. B. LIPPINCOTT COMPANY 


LONDON since 1875 


MONTREAL since 1897 PHILADELPHIA ince 1792 














18 


When writing, please mention ANNALS OF SURGERY, 














ANNALS OF SURGERY ADVERTISER 























LIPPINCOTT’S LATEST MEDICAL BOOKS 





Diseases of tre Anus, 
Rectum, and Sigmoid 


By SAMUEL T. EARLE, M.D. 


Professor Emeritus of Diseases of the Rectum in the Baltimore Medical College: Surgeon in Charge of 
Rectal Diseases at St. Joseph’s Hospital, the Hebrew Hospital, and the Hospital for Women. 


152 illustrations. Octavo. 490 pages. Cloth, $5.00. 


HIS work was written to especially meet the requirements of the general 
practitioner and the medical student; great pains have been taken to make 
the text as brief as is consistent with a clear and comprehensive description 

of the subject-matter. 

The author has limited himself to a description of those operations that are 
now in general use, or, if only recently introduced, have been found acceptable 
and advantageous by those thoroughly competent to judge. 

Illustrations supply the place of the text wherever they answer the same pur- 
pose and save time to the reader; as in the chapter on malformations of the rectum. 

The chapter on constipation is especially comprehensive, covering entirely 
the etiological field and at the same time being very concise. 

The author has recommended the most modern methods for the diagnosis of 
special forms of disease, as in different varieties of ulceration, and has given full 
descriptions of certain forms of ulcerations of the rectum, not before described 
in any text-book on “ Diseases of the Rectum,” viz.: Ulceration of the Rectum due 
to Infection by Schistosoma Hzematobium, Actinomycosis, and Gangrene of the 
Rectum. 

All this has been done with special reference of saving time to the busy general 
practitioner and student, who need only the salient points of the information they 
seek. 





“*This is a comprehensive work on the subject of which it treats. Anatomy and Physiology are 
first discussed, then methods of examination. A chapter on Constipation follows. After this comes 
numerous chapters on the diseases and injuries of the anus, rectum, and sigmoid. Pathological lesions 
of the coccyx and congenital idiopathic dilatation of the colon (Hirschspriing’s Disease) also receive 
attention. 

“‘The material is carefully selected; the book is clearly written and well illustrated.””-—Miulitary 
Surgeon, Washington, D.C. 








J. B. LIPPINCOTT COMPANY 


LONDON since 1875 
MONTREAL ssince /897 PHILADELP HIA since 1792 
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RECENT IMPORTANT MEDICAL BOOKS 


“Will no doubt be the standard reference text in the future forall human embryological 
work.’’—Medical Record. 


Human Embryology 


EDITED BY 





FRANZ KEIBEL AND FRANKLIN P. MALL 
Professor in the University at Freiburg i. Br. Professor of Anatomy in the Johns Hoptins 
University, Baltimore, U. S. A. 


TO BE COMPLETED IN TWO ROYAL OCTAVO VOLUMES 





The Journal of the American Medical Association says: 

“The existing text-books of human embryology, many of them 
of high excellence, are based, as is well known, for the most part, on 
other than human material, having been written from the point of 
view of comparative embryology. In the present work, however, the 
account of the development of the human body is based mainly on 
human material. Whenever comparative embryology and anatomy are 
drawn on in order to render intelligible special developmental processes 
in man, the considerations are printed in smaller type so that a clear 
distinction between facts and deductions is apparent. In the intro- 
duction Professor Keibel traces the develo ment of human embryology 
up to the present time, when the materials needed for a full exposition 
are practically available, with the exception of the earlier stages in the 
development of the germ layers and the first steps of placentation. 
The authors are all masters of the subject of which they write and the result 
is a fine example of literary cooperation, the necessary similarity of 
treatment being secured by the common purpose and by editorial 
supervision. 

“This is an authoritative work of great value and of special interest 
to physicians because it deals with the development of the human 
body itself.”’ 


Volume I—Now Ready 


With 423 illustrations. 566 pages. Cloth, $7.50. 
Contents and Contributors—Volume I. 
Introduction. Dr. Franz Ketbel, Freiburg. Determination of the Age of Human Er bryos and 
The Germ Cells. Dr. Franz Keibel, Freiburg. Fetuses. Dr. Franklin P, Mail, Baltimore. 
Fertilization. Dr. Franz Keibel, Freiburg. The Pathology of the Human Ovum. Dr. 
Segmentation. Dr. Franz Keibel, Freiburg. Franklin P. Mall, Baltimore. 


Young Human Ova and Embryos up to the For- 
mation of the First Primitive Segment. Dr. 
Franz Keibe!, Freiburg. 


The Development of the Integument. Dr. Felix 
Pinkus, Berlin. 


The Formation of the Germ Layers and the Gas- The Development of the Skeleton and of the 
trulation Problem. Dr. Franz Keibel, Freiburg. Connective Tissues. Dr. Charles R. Bardeen, 
Summary of the Development of the Human Madison. 
Embryo and the Differentiation of its External The Development of the Muscular System. 


Form, Dr. Franz Keibel, Freiburg. 


The Development of the Egg Membranes and the 
Placenta; Menstruation. Dr. Otto Grosser, The Development of the Coelom and Diaphragm, 
Vienna. Dr. Franklin P, Mall, Baltimore. 


Volume II in very active preparation. 


J. B. LIPPINCOTT COMPANY 
nce eget A PHILADELPHIA since 1702 


Warren H. Lewis, Baltimore. 
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IT HAS STOOD THE TEST 


LIPPINCOTT’ 
EW MEDICAL DICTIONARY 


By HENRY W. CATTELL, A.M., M.D. 





Octavo. 1108 pages. Freely illustrated with figures in the text. 
Flexible leather, thumb indexed, $5.00 net. 





READ WHAG GHE REVIEWERS SAY 


““A dictionary of excellence.’’— Medical Record. 
“The best we have ever seen.’’— Journal Mich. State Medical Society 


*‘An admirable work. We believe it to be the most complete dictionary in 
English.”—A merican Journal of Surgery. 


“It is simply all first-class. No physician can make a mistake by purchasing 
a copy of this dictionary.’’-—Medical Summary. 

“Tt will be years before Lippincott’s New Medical Dictionary can be excelled, 
as it can truly be characterized as a multum in parvo.’’—Canadian Journal of 
Medicine and Surgery. 


“It is so complete that we are furnished with the opportunity to find the 
proper meaning of terms beyond those strictly medical.’’—J/ndianapolis Medical 
Journal. 


“What the physician wants in a dictionary is all the new words arranged so 
that he may easily find them, and he will find these essentials in this dictionary.’’— 
Military Surgeon. 


“Those who wish an up-to-date, handy, comprehensive and yet to-the-point 
dictionary will make no mistake when they purchase this volume.’’—South Cali- 
ornia Practitioner. 


“Marks the ‘high-water mark’ of scientific lexicography. We have tried in 
vain to detect any sins of omission in this compilation, and have signally failed, 
nor has our perseverance been rewarded by the discovery of any sins of commis- 
sion, so that we have no hesitation in recommending this carefully edited artistic- 
ally printed work as an invaluable work of reference.’’— Medical Press, England. 
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64 COPIES LEFT 


ANNALS 
GENERAL INDEX 











We have on hand 64 slightly soiled copies 
of the General Index to the First Fitty Volumes 
of the ANNALS OF SURGERY. Most of 
these are practically new—only an experienced 
eye in book-making could detect any defects. 

We have previously sold these copies, 
when new, for $3.50. 

This stock of 64 is practically useless to 
us, so we will send them to any address, all 
charges paid, for $2.00 per copy. 


Specimen page and order-blank opposite. 
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Specimen page from the General Index to the 
First Fifty Volumes of the Annals of Surgery. 


INDEX. 


Tuberculosis (see also Lung), xv, 
49. 

Abdominal muscle, of,  xxxii, 
734, 

Amputation of forearm after 
inoculation, iv, 424; for joint 
disease in coexisting lung, 
a 

Antitubercular action of iodo- 


form in, vi, 445. 

Appendix vermiformis, of, xxxiv, 
» 790. 

Bacteriology of, iv, 57. 

Bladder, of, xi, 290, xiv, 249, 
388, 597, xlix, 785; permanent 
suprapubic drainage _ for, 
Xxxvi, 426; relative value of 
operative and hygienic meas- 
ures in, xxii, 205, 512; of 
operative and hygienic meas- 
ures in, xxii, 205, 512; treated 
by permanent. suprapubic 
drainage, xxxiii, 331; urinary, 
suprapubic cystotomy for, xv, 
| | 2 

Bone, of, xi, 70, 73, Xvi, 284, 
xxxv, 287; closure of sinuses 
and abscesses complicating. 





xxviii, 516; experimental 
production of typical, iv, 79; 
joints, and, xxii, 412;  Bill- 
roth’s operative treatment of, 
xvi, 582; comparison between 
conservative and _ operative 
treatment of, xii, 455; of, 
treatment in parenchymatous 
and_ intra-articular injections, 
XV, I. 

Brain of, successful extirpation of, 
XXiv, 652. 

Breast, of, xx, 153, xxv, 86, 
xxxii, 604; xlii, 118; primary, 
XXXVli, 510. 

Czecum, primary, of, xlvii, 635. 

Carpus, of, xxxiii, 58. 

Cases of surgical, iv, 159. 

Castration for, double, 
292. 

Cervical lymph-nodes, of,  re- 
moval of, xxix, 355; surgical 
treatment of, xlii, 49. 

Cinnamic acid, treated by, xix, 
102. 

Diagnosis of, xxix, 260. 

Elbow, of, Xviil, 108; 
plasty, xlvi, 617. 


xlvii, 


arthro- 
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Gentlemen :—Please send, express prepaid, the “GENERAL 
INDEX to the First Fifty Volumes of the Annals of Surgery” to the following address, 


for which I agree to pay two dollars on delivery. 
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Price 
$2.00 
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The Very Epitome of Modern 
Efficiency 


The making of perfect surgical dressings is one of the rarest 
arts. We have spent twenty years in the learning. 





Proficiency comes only through countless experiments, and 
through searching the world for ideas. And it never comes then 
unless one aims at ideals. 








Utter perfection involves the solving of a myriad problems, of 
which asepsis is the most important. 















It has required the erection of this model plant, to which a 


thousand surgeons contributed ideas. 


It has required the invention of vacuum sterilizers. 
It has required, for the final processes, a white enameled 
room, where every employee is governed by surgical rules. 
It has taken two decades to accomplish all the perfections ? 
you find in every B & B product. es 


Corset Every product which bears the B & B a 
Dressing label represents the vest that men know. | 


Salt a Ral It is made as you want it made. You 
fitted with shoe-lace hooks and Will insist on this label when you once 
laced with tape. Prevents dis- prove the facts. 

lodgement of a dressing and 
exposure of the wound. It can 
be used where bandaging is 
impracticable. 


Sample sent on request. 


Bauer & Black : 
Chicago and New York 2 


Makers of 
Surgical Dressings, Absorbent Cotton, 
Adhesive Plaster, O-P-C suspensories, etc. 
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open to the, Seven prizes, ranging 


in value from $300 to 
$5¢ will be awarded 
for the best scientific 
article or essay onthe 
subject of 






“Vaginal Douche Therapy” 


Complete information as to conditions, 
rules, etc., have been distributed or 
will be sent on request. Address 


MARVEL COMPANY, 44 E. 23d St., NewYork 


Makers of 
THE MARVEL “WHIRLING SPRAY” SYRINGE 
















































A PANACEA 


FOR PAIN 


Hyoscine-Morphine-Caetin 
Compound 


‘‘ A long stride ahead” as a general anesthetic and pain-reliever. Safer and 
better in every way than chloroform and ether, ard morphine alone or otherwise 
combined, Pushed to full effect it produces an anesthesia under which the most 
extensive operations may be performed ; given in smaller doses and supplemented 
by a few whiffs of chloroform it allows the surgeon to work at leisure upona patient 
who will, upon being shaken, respond to questions and even rise and turn over ! 

The most certain and speedy analgesic—in neuralgia, unbearable colics, and 
any painful malady—given hypodermically or by mouth. 

In obstetrics, to dissipate the nervous apprehension of the mother, to conserve 
her strength, and to subdue the pangs of childbirth it truly is a godsend. 

Sold in tubes‘of 25 at 4oc per tube and in bottles of 100 at $1.50 per bottle, 
Sample and booklet sent on request. 


The Abbott Alkaloidal Company | pavemeny nf 


Home Office and Laboratories mee aoe ean on a 
CHICAGO 


NEW YORK, 251 Fifth Avenue 





















“a successful remedy is not born complete in the mind of the 
manufacturer. 


The idea might have been conceived therein: but its success de- 
pends solely upon its therapeutic value atid its adaptability to 
the requirements of the profession. 


The idea was conceived that a more hygienic, adaptable and 
satisfactory method could be devised for maintaining continuous 
hot moist heat in the treatment of inflammations both acute and 
chronic than by ancient poultices, hot packs, etc.; antiphlogis- 
tine, the original cataplasmic dressing was the result. 


That antiphlogistine has proven its therapeutic superiority and 
adaptability and maintained its popularity over other products or 
methods in the treatment of inflammation is best attested by the 
continuous confidence accorded it by the medical profession.” 





CONFIRMING OUR STATEMENT 


The Lancet (London), February 11, 1911, p. 383 says: 


“Suprarenalin Solutio 


(Afmour & Company, Ltd., Atlantic House, Holborn Viaduct, London, E. C.). 


The claims made in regard to the purity of this solution of the 
‘active principle of the suprarenal capsule are, according to the 
examination we made, correct. Suprarenalin Solution is pre- 
pared from an ash-free active crystalline principle of the supra- 
renal substance. It is simply the active principle con in 
normal saline solution, and is free from objectionable additions.” 


As the only article of the sort that is free from “objectionable addition 
Suprarenalin Solution is recommended to the ophthalmol laryng 
and rhinologist, and to all surgeons, physicians dentists 
ire pure drugs. 


Suprarenalin Solution 1:1000, 1 oz. bottles. 
Suprarenalin Inhalant 1:1000, 1 oz. bottles. ‘ 
Suprarenalin Ointment 1:1000, in tubes. be: 
Suprarenalin Triturates, in vials of 20. Each triturate makes 1 
minims 1:1000 solution. * 
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